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THE SCALENUS ANTICUS AND RELATED SYNDROMES 


I. H. UPMALIS, M.D., London, Ontario, Canada 


THE ARTICLES published in the English language 
on scalenus anticus and related syndromes tend 
to emphasize one particular aspect of the prob- 
lem. Thus, one finds papers on cervical ribs, first 
dorsal rib syndrome, scalenus anticus syndrome, 
costoclavicular compression syndrome, thoracic 
inlet, and outlet syndromes. These apparently 
distinct entities have many common features. It 
is felt, therefore, that a reasonably comprehen- 
sive paper covering the literature up to date 
would be appropriate. 

I chose the title of the article because of the 
popularity of the term and its familiarity to the 
surgeon. It also indicates the general anatomical 
area to be considered. The hyperabduction 
syndrome described by Wright (64) is omitted 
because it involves the axilla and presents a 
different mechanism in the production of 
symptoms. 

The discussion includes the structures nor- 
mally found at the base of the neck and their 
anatomical variants. Tumors in this area, 
swollen glands, and excessive calluses, that may 
produce compression of the neurovascular 
bundle to the upper extremity are excluded. 

Man has exposed the neurovascular bundle 
of the upper extremity to mechanical inter- 
ference by assuming the erect posture (42, 54). 


From the Department of Anatomy, University of Western 
Ontario Medical School, London, Ontario, Canada. 
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Consequently, his upper extremities—as com- 
pared with those of a quadruped animal—have 
moved from their elevated position in front of 
the body to assume a more lateral, posterior, and 
dependent position with broadening of the 
shoulder girdle. As a result of this migration the 
neurovascular bundle angulates at the thoracic 
operculum. Certain structures are claimed to 
predispose to mechanical interference with the 
nerves and vessels to the extremity. 


OSSEOUS STRUCTURES 
Cervical Ribs 


Since the early eighteenth century physicians 
have been aware of the importance of cervical 
ribs in causing irritation of the neurovascular 
bundle to the upper extremity (23). It was 
thought that cervical ribs stretched and com- 
pressed the neurovascular bundle and thus pro- 
duced symptoms. 

The incidence of cervical ribs in a hospital 
population varies from series to series. Adson (3) 
reported an incidence of 0.056 per cent, while 
Eaton (11) reported it as 0.6 per cent. They are 
bilateral in 50 to 75 per cent of the cases. 

The etiology of cervical ribs has been subject 
to discussion for the last 50 years. The most 
important theories are those of F. Wood Jones (61, 
62, 63), T. W. Todd (55), and Wanke (58), and 
the reader is referred to the original articles. 
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We are concerned with the cervical rib 
articulating with the C7 vertebra. The size of the 
rib is variable; it may range from an inconspicu- 
ous, small projecting spike of a bone to a com- 
pletely developed rib. In the latter case it curves 
around the lateral aspect of the scalenus medius 
and posterior muscles to gain attachment to the 
first rib; this is a true cartilaginous articulation 
situated behind and medial to the insertion of 
the scalenus anticus muscle. In incompletely 
developed cervical ribs the attachment to the 
first rib can be in the form of fibrous bands, 
cartilaginous bars, or it may be absent, as in a 
very short rib. 


Transverse Process of the C7 Vertebra 


The transverse process of the C7 vertebra can 
be of variable length. It has been stated that it is 
commonly shorter than that of the T1 verte- 
bra (4), but sometimes it can be long enough to 
resemble a cervical rib. The enlargement in- 
volves only the costal element of the transverse 
process. Embryologically, cervical ribs and the 
costal element of the transverse process of C7 are 
analogous structures and represent various de- 
grees of development. 


The First Thoracic Rib 


The first thoracic rib has a very intimate re- 
lationship to the brachial plexus and subclavian 
vessels which pass over it. This structure was 
thoroughly investigated at the beginning of the 
century when it was found that the ‘‘cervical rib 
syndrome” occurred in the absence of cervical 
ribs. 

It is felt that the morphological features of the 
first rib are less important in the production of 
symptoms than the position of the rib in relation 
to the other structures of the neck and shoulder. 


The Clavicle 


With the descent of the shoulder backwards 
and laterally the clavicle approximates the first 
rib. This results in narrowing of the so-called 
costoclavicular space which contains the neuro- 
vascular bundle. 


SOFT TISSUE STRUCTURES 


Scalent Muscles 


Before entering the posterior triangle of the 
neck the subclavian artery and the brachial 
plexus pass through a narrow triangular space 
formed by the scalenus anticus and medius and 


the first rib. The first rib and the tendinous in- 
sertions of the scaleni make the borders relatively 
rigid. In the present discussion I shall review 
some abnormalities of the scaleni muscles that 
have bearing on the problem. 


Scalenus Anticus 


There are a number of variations recorded 
concerning the origin of this muscle. Kirgis (25) 
has described a posterior component of the 
scalenus anterior muscle which arises from the 
intertubercular groove and the anterior surfaces 
of the posterior tubercles of the transverse proc- 
esses of vertebrae C3 to C6. Fibers from this 
origin usually fuse with the muscle belly, but 
occasionally those from the C6 vertebra may 
pass behind the subclavian artery. The origin of 
the posterior component of the scalenus anticus 
is capable of compressing the roots of the C5 to 
C7 segments. 

It has been found that the scalenus anticus 
and medius sometimes arise from a common 
muscle belly (49). 

The roots of the brachial plexus were found to 
emerge through the muscle substance in as much 
as 39 per cent of the cases that were dissected 
(17, 49). 


Scalenus Medius Muscle 


The scalenus medius is always found to lie be- 
hind the brachial plexus and the subclavian 
artery. Its insertion is very variable. In as much 
as 10 per cent of the dissected specimens its in- 
sertion was continuous or overlapping with that 
of the scalenus anticus muscle (25), and _ this 
observation has been confirmed in living sub- 
jects (50, 60). In almost all dissections the brachial 
plexus was found to lie on the anteromedial 
margin of the scalenus medius close to its in- 
sertion (25). 


Scalenus Minimus 


This muscle was found to be present in rough- 
ly half of the dissected specimens (17, 25, 58). It 
originates from the transverse process of C7, or 
occasionally of C6 vertebra. It pierces the 
brachial plexus to descend between the lower 
trunk of the brachial plexus and the subclavian 
artery (27). The muscle inserts behind and lateral 
to the insertion of the scalenus anterior. Oc- 
casionally it may pass inferiorly and behind the 
lower trunk (25, 58), or it may insert into Sibson’s 


fascia (58). 
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Vertebrocostal Ligament 


This structure is thought to be the fibrous 
equivalent of the scalenus minimus muscle. It 
was present bilaterally in 10.7 per cent and 
unilaterally in 3.5 per cent of the dissected 
bodies (25). 

Law (26) described fibrous bands extending 
from the tip of an enlarged transverse process of 
the C7 vertebra to the first dorsal rib or to the 
ligaments around the costoclavicular articula- 
tion. They may also insert into Sibson’s fascia (59) 
and usually pass behind and below the neuro- 
vascular bundle. These probably are variations 
of the vertebrocostal ligament. 


Brachial Plexus 


The brachial plexus is formed by the anterior 
primary divisions of the roots of the segments C5 
to T1 of the spinal cord. Communicating branches 
from C4 and T2 segments are usually present. 
The size and extent of the contributions above 
the C5 segment and below the T1 segment vary 
from individual to individual. In a few clear-cut 
cases one can speak of frank prefixation or post- 
fixation of the brachial plexus. 

There is no agreement among the authors con- 
cerning the importance of variations of the origin 
of the brachial plexus in the production of the 
neurovascular compression syndromes. 


Omohyoid Muscle 


The posterior belly of the omohyoid muscle 
crosses the base of the posterior triangle of the 
neck, running in front and above the brachial 
plexus. If diseased, it may cause compression of 
the neurovascular bundle. 


THE MECHANISMS BY WHICH VARIOUS SYNDROMES 
ARE PRODUCED 


The production of symptoms in cases of 
cervical ribs was thought to be due to stretching 
of the neurovascular bundle as it arched over the 
rib. This theory, however, failed to explain the 
following observations: 

1. The onset of symptoms occurred during 
early and middle adult life. 

2. Many patients were found to have 
asymptomatic cervical ribs (3, 26, 58). 

3. Some patients suffered from the “cervical 
pr ‘o——_ in the absence of cervical ribs 

62). 

It was apparent that some other mechanism 

Was responsible for the production of symptoms. 


The Mechanical Theory 


In the second decade of this century investiga- 
tion of the relations of the structures at the root 
of the neck was undertaken by Todd and Wood 
Jones. Some of their findings have already been 
mentioned. 

Todd advanced a theory of the descent of the 
shoulder after birth to explain the timing of the 
onset of symptoms in patients suffering from the 
so-called cervical rib syndrome. According to 
Todd, the shoulder girdle descends after birth 
because of the weight of the upper extremity at 
the distal end of the clavicle and the pull of the 
abdominal muscles on the sternum and the 
proximal end of the clavicle. He also pointed out 
that growth of the clavicle takes place up to the 
twenty-second to the twenty-fifth years of age, 
which would contribute to the widening of the 
shoulder girdle up to that age. 

All of these factors mentioned have the ten- 
dency to stretch the neurovascular bundle as it 
crosses the thoracic operculum. The descent of 
the shoulder is counteracted by muscles which 
elevate the shoulder tip, the trapezius being 
particularly involved. Todd also recorded the 
fact that there is a greater relative length of the 
clavicle in the female. Thus, the clinical im- 
pression of the higher incidence of the cervical 
rib syndrome in females than males could be 
explained on a rational basis: 

1. Females tend to have drooping shoulders 
because of poorly developed musculature. The 
descent of the proximal end of the clavicle is 
arrested on a relatively high level because of 
weak pull of the abdominal muscles. A weak 
trapezius muscle fails to maintain the elevation 
of the shoulder tip. 

2. In females there is a greater relative length 
of the clavicle. 

3. Females tend to use their upper chest in 
respiration with resulting elevation of the first 
rib on inspiration. 

Wanke(58) advanced another explanation for 
the fact that symptoms occur more frequently in 
females with cervical ribs. According to a 
limited series of cases surveyed, women have a 
markedly higher incidence of more prominent 
and fully developed cervical ribs than men. 
These more frequently tend to produce symp- 
toms (33). 

The same factors, as outlined by Todd, were 
held responsible for the production of symptoms 
in the absence of a cervical rib. The neuro- 
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vascular bundle was stretched over the first rib 
in these cases. 

Mechanical descent or depression of the 
shoulder may occur at any time during life. Poor 
posture, decreased muscle tone in a convalescent 
patient, paralysis of muscles concerned with the 
elevation of the shoulder, or unusual and pro- 
longed physical activity, such as carrying heavy 
objects, may result in compression syndromes of 
the neurovascular bundle. 


The Active Role of the Scalenus Anterior Muscle 


Law, in 1920, performed the first intended 
scalenotomy for the cervical rib syndrome (26). 
Adson’s paper in 1927 found a wider audience 
and focused surgeons’ attention on the soft 
structures of the neck as the cause for the 
“cervical rib syndrome”! 

Adson felt that there was active compression 
of the neurovascular bundle by the scalenus 
anticus muscle against the first rib. An abnor- 
mally broad insertion of the scalenus anticus 
predisposed to the development of symptoms. 
The timing cf the onset of symptoms coincided 
with the height of muscular development in man. 

The idea of an active participation of the 
scalenus anticus in causing symptoms was de- 
veloped further by Ochsner who coined the 
term: scalenus anticus syndrome in 1935 (38). 
According to Ochsner, there is an exciting factor, 
such as unusual physical activity or chronic 
trauma to the upper extremity, which produces 
spasm of the scalenus anticus. This in turn causes 
elevation of the first rib. The elevated rib stretches 
the lower trunk of the brachial plexus which 
results in a stimulating irritation of the nerve 
fibers to the scalenus anticus. Thus a vicious 
cycle is established. Hypertrophy, hardening, 
and fibrosis of the scalenus anticus muscle prob- 
ably produce some compression of the neuro- 
vascular bundle. Ochsner observed a sudden 
descent of the first rib after scalenotomy which 
led him to believe that the scalenus anticus was 
responsible for the high position of the rib. This 
observation has not been confirmed by other 
surgeons (49, 50). 

The vicious cycle theory was discredited by 
Telford (51) who pointed out that the scalenus 
anticus receives its nerve supply from cervical 
segments higher than those stretched by the 
elevated first rib. 

In 1944 Swank and Simeone (49) described in 
detail two variants of the scalenus anticus 


syndrome: the upper and the lower types. These 
appeared to be quite distinct clinical entities 
with involvement of either the upper (C5 and 
C6) or the lower (C7, C8, and T1) part of the 
brachial plexus. Mixed types also occurred. The 
authors pointed out several anatomical factors 
to explain the clinical phenomena: 

1. The origin of the posterior component of 
the scalenus anticus is capable, when contracted, 
of exerting pressure on the upper roots of the 
brachial plexus. 

2. Penetration of the scalenus anticus muscle 
by the roots of the brachial plexus, which can be 
compressed by the contracted muscle. 

The initiating factor in the development of 
symptoms was thought to be work hypertrophy 
and spasm of the muscle producing compression 
of the roots of the plexus and elevation of the 
first rib. These authors also established a rational 
basis for the vicious cycle theory suggested by 
Ochsner. 

Pathological processes in the spine itself, such 
as spondylosis or fractures, can produce irrita- 
tion of the nerve fibers to the scalenus anticus 
muscle which may result in the scalenus anticus 
syndrome (9, 16). 


The Passive Role of the Scalenus Anticus Muscle 


Many surgeons who had misgivings about the 
theory of an active role of the scalenus anticus in 
compression of the neurovascular bundle ac- 
cepted the theory of a passive participation of the 
scalenus anticus in the process. 

According to this view, any structure dis- 
placing the neurovascular bundle anteriorly, 
such as the cervical ribs or an enlarged trans- 
verse process of the C7 vertebra, would tend to 
cause compression of the neurovascular bundle 
against the rigid insertion of the scalenus anticus. 
In many of the cases in which this mechanism 
was postulated there could be no active eleva- 
tion and displacement of the neurovascular 
structures. The theory is applicable, however, in 
cases of abnormal insertion of the scalenus 
medius. In these cases the neurovascular bundle 
lies on the anteromedial margin of the 
muscle (25). When the muscle contracts it dis- 
places the neurovascular bundle upward and 
anteriorly. This has been appreciated clini- 
cally (17, 23, 50). 

Scalenus minimus could produce the same 
effect if it were situated below and behind the 
lower trunk of the brachial plexus (13, 25, 27). 
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Another situation in which active elevation 
and forward displacement of the subclavian 
artery and brachial plexus could occur has been 
described by Sargent (43). He thought that in 
the majority of cases of cervical ribs the fibrous 
band connecting its tip to the first dorsal rib 
attached itself behind the axis of rotation of the 
first rib. Consequently, on inspiration the band 
was tightened and displaced the neurovascular 
structures forward. 

Some explanation is lacking in situations in 
which there are no contractile elements behind 
the brachial plexus and the subclavian artery. 

Almost all of the structures causing compres- 
sion syndromes are arranged in an oblique 
manner running forward and downward above 
the first rib. Since these structures are attached 
close to or overlap the scalenus anticus insertion, 
the resulting interval between the two structures 
is V-shaped. 

Let us assume then that descent of the shoulder 
or elevation of the thoracic operculum takes 
place. The neurovascular bundle is put on 
stretch. The stretch effect can be relieved by the 
movement of the neurovascular bundle down- 
ward and forward on the structures just de- 
scribed. This migration of the plexus and artery 
is prevented by the rigid insertion of the scalenus 
anticus muscle. The structures are thus crowded 
into the apex of the V-shaped interval. If stretch- 
ing of the neurovascular bundle is still main- 
tained, compression must then take place. 

Clinical experience tends to confirm the se- 
quence of events that have been outlined. The 
reader is referred to Adson’s article in which he 
describes his observations during scalenotomy (1, 
2). Another interesting specimen has been de- 
scribed in Wanke’s paper(58), in which the sub- 
clavian artery was found to be suspended in a 
sling formed by the scalenus muscle. 

Jones, in 1952, tried to explain the predom- 
inance of the occurrence of symptoms in the left 
extremity in a predominantly right-handed popu- 
lation (23). He drew attention to the fact that 
right-handed people developed thoracic scoliosis 
to the right, centered on the T3 and T4 vertebrae 
because of the pull of musculature of the right 
arm. There was a resulting tilting of the T1 
vertebra to the left with depression of the left 
first rib. He thought that this produced tension 
of the attached structures. The V-shaped space 
is narrowed in the process and compression of 
the neurovascular bundle may result. 


Costoclavicular Compression 

In 1939 Eden (12) first advanced the view that 
compression of the neurovascular bundle could 
be caused by the clavicle in front and the cervical 
rib or the first rib behind. He described 3 per- 
sonal cases with marked vascular symptoms 
which were attributed to this mechanism. His 
theory was based on observations made during 
surgery. 

Falconer in his cases pointed out the concur- 
rent compression of the subclavian vein (14). He 
felt that the fact that scalenotomy did not relieve 
signs of vascular compression during surgery sup- 
ported the theory of costoclavicular compression. 

On this continent the syndrome was intro- 
duced by McGowan (33, 34) who postulated the 
following sequence of events: intermittent com- 
pression of the neurovascular bundle behind the 
clavicle which caused aseptic inflammation with 
the resulting fibrosis. The contraction of the scar 
tissue was thought to be a contributing factor in 
the development of symptoms. 

The acceptance of this mechanism by the 
majority of surgeons depended upon the validity 
of the hypothesis that the clavicle, or rather the 
subclavius muscle, is capable of compressing the 
neurovascular bundle against a normal first rib. 
Grant (18), Braus (as quoted by Wanke, 58), 
and Wright (64) believe that this can occur. This 
theory has been challenged by Mottershead (50). 

On anatomical grounds one would have to 
demonstrate a concomitant compression of the 
subclavian vein before one could accept costo- 
clavicular compression as the cause of symptoms. 
This was demonstrated only by Falconer (14). 

Compression of the subclavian vein alone by 
the subclavius muscle has been shown to occur 
(32). 


Other Mechanisms 


Certain other structures in the posterior tri- 
angle of the neck have been implicated in the 
compression of the neurovascular bundle. 

The posterior belly of the omohyoid muscle 
was found to be the compressing force in at least 
2 cases (1, 2, 15). 

An aberrant transverse cervical artery caused 
symptoms in a case reported by Stowell (48). 


PATHOLOGY 

The pathology in syndromes resulting from 
mechanical interference with the neurovascular 
bundle is nonspecific and incompletely elicited. 
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The basic process appears to be an inter- 
mittent and prolonged stretching and compres- 
sion of the neurovascular bundle. These forces 
produce compression of the vasa nervorum with 
resulting ischemia in the nerve bundles (8, 49). 
Lesions produced by these means are not circum- 
scribed, as pointed out by Seddon (45). 

Blair (6) made serial sections of the brachial 
plexus in a patient who died postoperatively. He 
observed some endoneural thickening and pro- 
liferation of the nuclei. 

Sunderland (as quoted by Rogers, 42), on the 
other hand, could find no pathological changes 
in the specimens he examined. 

The pathogenesis of vascular symptoms in the 
arm has been a controversial issue. There are two 
main schools of thought: 

1. Vascular signs and symptoms are produced 
by direct pressure on the subclavian or the 
axillary artery. 

2. Vascular changes are produced by irrita- 
tion of the vasomotor nerves contained within 
the brachial plexus or adjacent to it. 

The surgeons that supported the first view 
based their opinion on observations made during 
operations. Adson(3) observed a diseased second 
part of the subclavian artery at scalenotomy. 

Aneurysms, or dilatation, of the third part of 
the subclavian artery or the first part of the 
axillary artery were thought to be due to dam- 
aged vessel wall resulting from costoclavicular 
compression (12, 33, 42). Now it is generally 
accepted that the enlargements represent post- 
stenotic dilatations. A thrombus can form in the 
aneurysmal sac, which can give rise to emboli 
distally. 

Eden (12) thought that a thrombus is formed 
over the intimal ulcer at the point of local trauma 
or constriction, which discharged emboli into the 
vessels of the distal extremity. This process, com- 
bined with progressive and retrograde throm- 
bosis, led to the serious ischemic changes which 
are sometimes observed. 

Todd, in 1912, demonstrated a large contribu- 
tion of sympathetic fibers running in the lower 
trunk of the brachial plexus (54). Since the neu- 
rological picture in compression syndromes sug- 
gested mainly the involvement of the lower 
trunk, it was logical to conclude that there was 
an involvement of the sympathetic fibers as well. 

Telford, in 1930, dissected 8 bodies with special 
study of the sympathetic contribution to the 
brachial plexus. In one body he demonstrated 


a separate trunk of largely unmyelinated fibers 
in close relationship and inferior to the lower 
trunk of the brachial plexus (51). 

According to Telford, the irritation of the 
sympathetic fibers first produced spasm in the 
vasa vasorum and this led secondarily to organic 
changes in the blood vessel wall and subsequent 
thrombosis (51). 

Annersten (4) has reported a few cases of scale- 
nus anticus syndrome in which he was able to 
demonstrate the destruction of sympathetic fi- 
bers to the involved extremity. His criteria were 
increased oscillometric readings and negative 
response to the consensual cold reaction test. 

Recent articles on the scalenus anticus and 
related syndromes accept both mechanisms as 
instrumental in the production of vascular signs 
and symptoms (1, 2, 23). 


DIAGNOSIS 


The diagnosis of scalenus anticus syndrome 
can be an extremely difficult one. Many of the 
patients reported in any series of cases have been 
labeled psychoneurotics for variable periods 
of time before they came to proper manage- 
ment (39, 48). 

The age at which the syndromes occur most 
frequently is between 20 and 60 years of age. 

The syndromes are said to occur more fre- 
quently in women than men. In some series, 
however, the number of cases is almost equally 
divided between the two sexes (23, 58). 

Only one or both arms may be involved. While 
it was thought at the beginning of the century 
that the right side was more commonly affected, 
some of the recent series of cases reported seem 
to indicate that the reverse is true (1, 2, 20, 23). 

The onset of symptoms may be associated with 
some unusual or strenuous physical exertion in- 
volving the upper extremity. On the other hand, 
in one series of cases reported the patients devel- 
oped minimal symptoms while sleeping (59). The 
syndrome may appear after trauma to the upper 
extremity or cervical spine (9).° 

The most common symptoms are pain and 
paresthesia in the upper extremity. The distribu- 
tion is chiefly in the area supplied by the ulnar 
nerve, although patients often complain of pain 
at the base of the neck. 

In the early stages of the syndrome the symp- 
toms are vague. Pain and paresthesia may be 
aggravated by certain movements, most com- 
monly depression of the shoulder and hyper- 
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extension of the neck. As a rule, relief to some 
degree can be obtained by elevation of the 
shoulder and arm. 

Pain and paresthesia are associated with a 
feeling of numbness and clumsiness in the af- 
fected extremity. If motor weakness occurs it may 
progress to complete paralysis. The small mus- 
cles of the hand are particularly affected. 

The upper type of the scalenus anticus syn- 
drome described by Swank and Simeone (49) 
should be mentioned separately. This represents 
mainly the involvement of the upper roots of the 
brachial plexus with distribution of the symp- 
toms in a corresponding area. The authors be- 
lieve that this type of syndrome is more prone 
to exhibit acute motor paralyses mainly in the 
radial nerve distribution in the arm. The muscles 
of the shoulder girdle are sometimes found to be 
involved. 

Objectively there may be no findings on physi- 
cal examination. If present, they may include 
impairment of touch, pain, and temperature 
senses of variable extent located mainly on the 
medial aspect of the forearm and hand. 

Muscular atrophy associated with the lower 
type of syndrome has been described in detail by 
Kinnier Wilson (24). He distinguished two types 
of atrophy patterns in the hand: the median type 
and the ulnar type. 

Vascular symptoms occur in about half of the 
patients. These are more common and more 
severe in the presence of cervical ribs and in 
costoclavicular compression than in the scalenus 
anticus syndrome. The ischemic changes in the 
upper extremity consist of lowered skin tempera- 
ture, discoloration of the skin, changes in the 
pulse volume and blood pressure, and these may 
progress to gangrene of variable extent. 

Local findings at the base of the neck in the 
form of a palpable mass (cervical rib) or a 
pulsatile mass (aneurysm) may be present. 

Many tests have been described that were 
thought to be of diagnostic value. There are only 
a few that have stood the test of time. 

Tenderness over the scalenus anticus muscle 
has been a relatively constant finding (9, 10, 20, 
36, 38, 48). It may be associated with aggrava- 
tion of pain and paresthesia when pressure is 
applied over the muscle (17, 38). 

Various tests for vascular occlusion in the up- 
per extremity were found to be confusing because 
a very high proportion of normal people had 
positive readings. It is believed, however, that a 


properly conducted Adson’s test is definitely of 
diagnostic value (1, 2, 11). 

Infiltration of the scalenus anticus muscle with 
local anesthetic solutions and the resulting relief 
of symptoms were thought to be an extremely 
reliable test in the scalenus anticus syndrome (17, 
20, 41). Others have thought that it is very diffi- 
cult to achieve an injection confined to the 
scalenus anticus muscle. Injection of the sur- 
rounding area, of course, nullifies the specificity 
of the test. 

X-ray examinations are of value in demon- 
strating abnormalities of the bones in the neck 
and of the thoracic operculum. Venograms and 
retrograde angiograms of the vessels in the 
affected extremity may be of value. 


DIFFERENTIAL DIAGNOSIS 


The scope of the article does not permit dis- 
cussion of differential diagnosis in detail. All 
other conditions producing one or all of the fol- 
lowing signs and symptoms: pain, impairment 
of motor function and sensation, and vascular 
insufficiency in the upper extremity, should be 
ruled out. 


TREATMENT 


Treatment of the syndromes discussed in this 
article has been traditionally surgical. 

Coote removed the cervical rib by the posterior 
approach in 1861 with relief of the symptoms. 
Up to the third decade of this century this 
was the only form of treatment for symptoms 
associated with cervical ribs. Complications 
in the form of brachial plexus injuries were 
common (43, 52). 

The first thoracic rib was removed by Th. 
Murphy in 1910 for ‘“‘cervical rib syndrome” in 
the absence of a cervical rib (62). There is evi- 
dence that the first rib was removed accidentally 
before 1910 in patients with cervical ribs with 
relief of the symptoms (52). 

Surgery on the soft structures of the neck be- 
gan with Law in 1920 (26) and Adson in 1925 (3). 
They performed scalenus anticus tenotomies by 
the anterior approach as described by Adson. 
This procedure was followed by fewer complica- 
tions than the removal of the.cervical rib. Most 
surgeons thereafter performed scalenus tenoto- 
mies for compression syndromes while some ex- 
cised a portion of the scalenus anticus (38, 48). 

There were patients who were not completely 
relieved by scalenus anticus tenotomies, so that 
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the surgeon’s attention was focused on other 
structures, such as the vertebrocostal ligaments 
and fibrous bands in Sibson’s fascia (23, 48), 
the scalenus medius (33), the scalenus minimus 
(13, 27), and the omohyoid muscles (1, 2, 15). 
Combined excision of the subclavius muscle 
and scalenotomy was performed in a patient 
who suffered from compression of the sub- 
clavian vein (32). 

The most radical form of surgery was intro- 
duced by Lord in 1953 whereby he removed the 
clavicle for costoclavicular compression (28). 

All surgical procedures tended to achieve a 
shortening of the distance that the neurovascular 
bundle had to travel between its origin and the 
area supplied by it, which relieved tension. 
Direct compression of the roots of the brachial 
plexus by the spastic scalenus anticus muscle was 
relieved by scalenotomy. 

With the better understanding of the mech- 
anisms involved physiotherapy was employed in 
the treatment of these syndromes. Recent articles 
state that relief of the symptoms with physio- 
therapy was obtained in roughly 70 per cent of 
the patients (37, 40). 

DePalma (9) advocates skeletal traction in 
cases that have contraindications for surgery and 
do not respond to physiotherapy. This form of 
treatment was most successful in patients with 
primary disease in the cervical spine. 


SUMMARY AND CONCLUSIONS 


The literature on the scalenus anticus and 
related syndromes has been reviewed. 

The anatomical structures at the base of the 
neck have been discussed in some detail with 
emphasis on the variations that predispose to the 
development of compression of the neurovascular 
bundle for the upper extremity. 

The various mechanisms that lead to the de- 
velopment of symptoms have been discussed. 
Depression of the shoulder, with or without ele- 
vation of the thoracic operculum, is thought to 
account for most of the cases. 

The diagnosis can be an extremely difficult 
one to establish, and the differential diagnosis 
includes a large number of conditions. 

Physiotherapy aimed at strengthening of the 
trapezius muscle gives gratifying results in a high 
proportion of cases. Surgery is indicated in pa- 
tients with definite neurological or vascular 
changes in the extremity or who fail to respond 
to conservative management. 


There is no single operation that will give re- 
lief from symptoms in all patients. The surgical 
procedure should be suited to the anatomical 
situation encountered. 
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SURGERY OF THE HEAD AND NECK 


EYE 


Diagnostic Value of Orbital Angiography. H. Kray- 
ENBUHL. Brit. F. Ophth., 1958, 42: 180. 


Various METHODS of x-ray examination of the orbit 
for the diagnosis of space-occupying lesions in the 
orbit are indispensable for diagnosis. However, in 
many instances the nature of the orbital lesion re- 
mains obscure. The author discusses the value of 
orbital angiography as an accessory diagnostic method 
for such lesions. 

Over the past 2 years, using the 60 per cent con- 
trast medium, urografin, the author was able to 
demonstrate the ophthalmic artery in 98 per cent of 
200 carotid angiograms. In 87 per cent all branches 
up to the frontal ones were demonstrated. In 74 per 
cent the choroidal plexus of the eyeball was also 
seen as a thin crescent in the outer two-thirds of the 
orbit. Because of the difficulty in distinguishing the 
choroidal plexus and the different branches of the 
ophthalmic artery, stereoscopic views of the angio- 
grams were of great help. 

A series of 9 cases was presented, but the author 
admits that definite conclusions regarding the diag- 
nostic value of orbital angiography cannot be drawn 
from such a small series. It is hoped that with further 
experience the method may be used to demonstrate 
and to distinguish between both orbital and peri- 
orbital neoplasms and vascular abnormalities. 

—Andreas V. Mortensen, M.D. 


Exophthalmos of Graves’ Disease; A Summary of the 
Present Status of Therapy. E. Perry McCuttacu, 
Marvin W. JAMES GARDNER, Roscor J. 
Kennepy, and Georce Locxnart, III. Ann. Int. M., 
1958, 48: 445. 


THE MEDICAL THERAPY of exophthalmos associated 
with Graves’ disease is discussed. The results obtained 
by the authors with the various methods of treatment 
and a systematic plan of treatment based on these ex- 
periences are presented. 

_ The reduction of exophthalmos by medical means 
1s accomplished through suppression of the pituitary 
gland. Iodine, desiccated thyroid, thyroxin, estro- 
gens, and androgens are not usually effective in reduc- 
ing exophthalmos. Roentgen irradiation to the pitui- 
tary region is not effective and doses of 10,000 roent- 
gens, considerably more than those used in the treat- 
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ment of exophthalmos, do not produce hypopituitar- 
ism. Tri-iodothyronine causes a reduction of ex- 
ophthalmos in some cases (in approximately 50 per 
cent of the cases treated by the authors). ACTH and 
hydrocortisone seldom cause the proptosis to regress 
but afford symptomatic relief in most cases. 
Exophthalmos is treated surgically by orbital de- 
compression or pituitary surgery. Pituitary surgery 
includes section of the pituitary stalk, cauterization of 
the anterior lobe, and the placing of a sheet of plastic, 
waxed paper, or tantalum above the sella turcica. 
The course of therapy is determined by the severity 
or type of ocular changes, and the rate and degree of 
progression of the exophthalmos. If hypothyroidism 
develops in Graves’ disease, thyroid, thyroxin, or tri- 
iodothyronine is administered. If exophthalmos in- 
creases, the dosage of these drugs is increased. 
Ophthalmic ointments, wetting agents, goggles, and 
suturing of the eyelids together are used to prevent 
corneal drying. ACTH and cortisone are helpful if 
there is severe swelling of the lids and conjunctiva. 
Pituitary surgery is recommended for severe cases 
which do not respond to other measures or treatment, 
and orbital decompression is indicated to prevent 
corneal exposure. Ocular muscle surgery may be 
necessary after the exophthalmos is arrested or 
recedes. Jack Stokes, M.D. 


Glaucoma in Medical Practice; Danger of Use of 
Systemic Antispasmodic Drugs in Patients Predis- 
= to or Having Glaucoma. Mortimer Cuorst, 

EYMOUR GOODSTEIN, CONRAD BERENS, and ALFONSE 
Cinorttt. 7. Am. M. Ass., 1958, 166: 1276. 


THE AUTHORs present the dangers in using antispas- 
modic drugs in patients predisposed to or having 
glaucoma. 

The pupil is dilated by use of atropine, scopolamine, 
belladonna or belladonnalike drugs, and in eyes with 
shallow anterior chambers the outflow could be ob- 
structed with resulting glaucoma. Many physicians 
explain that the vision may be blurred because of the 
action of the antispasmodic drug on the ciliary muscle. 
This keeps people from suspecting glaucoma when 
vision blurs. 

The authors suggest that physicians attempt to pre- 
vent glaucoma by (1) taking a careful history, (2) 
evaluating symptoms that might be due to glaucoma, 
and (3) watching carefully for (a) dilated sluggish 
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pupils, and (b) a muddy-appearing iris, by checking 
the visual fields by confrontation, and determining the 
tension. It is also suggested that drugs such as dicyclo- 
mine hydrochloride, which is an antispasmodic but 
does not cause increased intraocular tension, be used. 
— Earl H. Merz, M.D. 


Cyclodialysis with Air Injection. M. Wyatt HaistEN 
and Jack S. Guyton. Arch. Ophth., Chic,, 1958, 59: 
507. 


CycLopIALysis may be defined as a surgical procedure 
used in the control of glaucoma and characterized by 
division of the ciliary body from the scleral spur. 

Certain modifications of the usual technique are 
utilized by the authors. The scleral incision is placed 
beneath the insertion of the superior or inferior recti 
muscles thus effecting excellent closure of the wound 
without sutures. Randolph’s cannulized cyclodialysis 
spatula is used with the attached syringe containing 
both saline solution and air. The saline solution is 
helpful during the surgical procedure and the air 
exerts not only a hemostatic effect but also mechani- 
cally separates the artificial cleft. A relatively large 
dialysis is preferred. 

This procedure was carried out in 94 instances on 
patients with a variety of types of glaucoma. 

Certain complications were encountered: hyphema, 
vitreous hemorrhage, vitreous loss, pupillary block 
and various late complications including elevated 
tension, hypotony, retinal detachment, and cataract. 

Essentially, the result of this survey showed cyclo- 
dialysis to be a most useful procedure in the treatment 
of glaucoma. Good results were obtained in chronic 
simple glaucoma, in chronic noncongestive narrow- 
angle glaucoma, and in aphakic glaucoma. It is the 
procedure of choice when a filtration operation has 
been unsuccessful and in glaucoma in the Negro race. 

The results were poor in primary acute congestive 
glaucoma, in congenital glaucoma, and in glaucoma 
secondary to trauma and siderosis bulbi. 

—J. Winston Duggan, M.D. 


Retinal Sutures; An Experimental Evaluation for 
Treatment of Detachment of the Retina. Satya 
Dev Paut and Witrrep E, Fry. Am. 7. Ophth., 1958, 
45: 553. 


Sutures for the treatment of retinal detachment have 
not gained acceptance so far because of conservatism 
and insufficient evidence. In the present study on rab- 
bits the following types of sutures were passed through 
the sclera into the vitreous cavity and tied: plain gut 
No. 00000, chromic gut No. 000000, silk No. 000000 
and nylon No. 000000. The eyes were enucleated at 
various intervals from 48 hours to 2 months. Histo- 
logic examination indicated that silk produced the 
most satisfactory reaction, consisting only of choroid 
thickening without any cellular infiltration. The re- 
actions with chromic gut and plain gut were more 
marked, and with nylon quite severe. After one month 
gliosis and fibrosis were more apparent with silk than 
with plain gui, while nylon produced a chronic irido- 
cyclitis and a foreign body granulomatous reaction 
accompanied by cystic degeneration of the retina. 
The reaction of silk was confined to the area of the 
suture and did not affect the rest of the retina. Two 
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months after the insertion of the sutures, the retina 
about the sutures remained in firm contact with the 
choroid and sclera. — James E. Lebensohn, M.D. 


EAR 


Transmeatal and Endaural Tympanoplasty. Houston 
L. Bex. 7. Internat. Coll. Surgeons, 1958, 29: 221. 


THe auTuor has followed the techniques of Wullstein 
and Zollner in the performance of transmeatal and 
endaural tympanoplasty and his conclusions are based 
upon his own series which comprises 152 cases. He 
divides the tympanoplasty operations into two main 
groups; the first he calls transmeatal tympanoplasty 
(myringoplasty) and the second group, endaural 
tympanoplasty. The number one Wullstein tym- 
panoplasty corresponds to the transmeatal classifica- 
tion of Bell and Wullstein’s groups 2, 3, and 4, and 
group 5 corresponds to the endaural tympanoplasty 
of Bell. 

According to Bell the transmeatal tympanoplasty is 
employed for patients in whom the pathologic condi- 
tion exists in the drum only. His criteria for operability 
are: (1) large, central perforation of the tympanic 
membrane, (2) dry ear—no pathologic change in 
the middle ear, (3) positive results in a prosthesis 
test, and (4) patency of the eustachian tube. 

In the selection of the patient he uses routinely 
pure tone audiometric examination, preoperative and 
postoperative tubal inflation under direct observa- 
tion, and the prosthesis test with oil-soaked cotton in 
the area of the round window and a patch of cigarette 
paper placed over the perforation. He also uses the 
acoustic probe routinely. The operative procedure 
consists in the removal of the epidermis from the 
entire inner half of the bony canal wall as well as from 
the remaining portion of the drum. A graft 1 mm. 
in thickness is taken from the postauricular region 
and placed in intimate contact with the recipient 
area. In cases in which the entire drum is being 
replaced, the cochlear promontory is denuded of 
mucosa and used as a contact. A small wad of gelfoam 
is placed in the hypotympanum for support and small 
wads of sea sponge are placed in the cylindrical 
graft to maintain mild pressure in all directions without 
sufficient pressure to cause sloughing. The author 
reports 33 cases in this group with 33 per cent failure 
because of sloughing of the graft and persistent 
perforation. The perforations are classified in two 
groups, early and late. The early central perforations 
have responded well to cauterization, resulting in 
closure; however, it is the feeling of the author that all 
marginal perforations should be regarded as failures 
and must be regrafted in toto. 

Late perforations are almost always central and 
most likely are due to disease of the tube or the 
tympanic cavity. 

In this group all patients had essentially adequate 
hearing level after the operations (30 decibels or 
better). 

For endaural tympanoplasty which corresponds 
to types 2, 3, 4, and 5 of Wullstein, the indications 
are (1) marginal perforations, either in pars tensa 
or pars flaccida, (2) chronic osteitis, cholesteatoma, 
(3) persistent or intermittent discharge from the 
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ear, (4) hearing loss of 30 decibels or more, and 
(5) positive or negative results in a prosthesis test. 
In this group of operations an endaural incision 
is used, a tympanoatticotomy, exploration of the 
antrum, the attic, and its contents, and, many times, 
complete mobilization of the remainder of the drum 
for adequate inspection of the middle ear cavity, the 
stapes, and round window area (hypotympanum and 
tubotympanum) are carried out. 

Tympanoplasty, group 2. This type of operation is 
indicated in patients in whom the ossicle chain is 
found to be intact. The tympanoatticotomy is per- 
formed, the bridge is usually removed, and the 
integrity of the ossicle chain is ascertained. In the 
author’s experience better closures are noted with the 
use of a tympanomeatal flap than with a graft. The 
facial ridge is allowed to protrude fairly high for 
support of the graft. A type 2 tympanoplasty was 
done on 57 of the 152 patients. 

Tympanoplasty, group 3 (drum or free graft applied 
to the capitulum of the stapes). The most common 
defect in the ossicle chain has been erosion of the 
thin portion of the long process of the incus, and in 
this type of tympanoplasty the posterior spine and the 
facial ridge are leveled almost to the facial nerve itself 
in order to permit good contact of the drum, or free 
graft, with the capitulum of the stapes. Mobility 
of the stapes must be assured since concurrent oto- 
sclerotic changes and fibrosis are always possible. 
The author advocates the use of the malleus when- 
ever this bone is intact and he brings the head of the 
malleus into contact with the capitulum of the stapes, 
in this way creating a tympanomalleolar stapediopexy 
and allowing a tentlike support for a better vibrating 
membrane. The author performed this type of opera- 
tion on 23 patients. 

Tympanoplasty, group 4 (tympanic membrane or 
free graftapplied to movable footplate—crura absent). 
The author had 11 patients in this group, and it was 
his experience that in the ears in which the crura 
of the stapes were eroded, for the most part the 
stapes were ankylosed as well. 

Tympanoplasty, group 5 (ankylosed footplate and 
functioning round window). The author advocates 
this type of operation to be done in two stages since 
it is preferable to eradicate all foci of infection first 
as well as to reconstruct a smaller but intact tympanic 
cavity. A secondary procedure may be performed, and 
should always be performed when indicated, in order 
to improve hearing. Two of the patients in group 5 
underwent fenestration secondary to radical opera- 
tion and reconstruction of the tympanic cavity. Both 
of these patients obtained practical hearing at a 
25 decibel level. —G. Obregon, M.D. 


NOSE AND SINUSES 


Plastic Reconstruction of the Nostril (Ersatz der Nasen- 
fluegel). J. ZotTAN. Zbl. Chir., 1958, 83: 545. 


DEFECTS OF THE NOSTRIL are rarely isolated, com- 
monly being associated with defects of the tip of the 
nose, columella, or dorsum of the nose. They are 
usually acquired through injury and occasionally 
through surgery, but may also be the result of various 
diseases such as lupus, ulcer, syphilis, or angioma. 
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Fic. 1 (Zoltan). Sketch of operation. a, Freshened 
defect and line of incision for flap, figures indicating sites 
to be united by suture; 5, sutures; c, suture lines at end 
of operation. 


Meticulous diagnosis is imperative since occasionally 
the defect is only apparent. Various methods for re- 
construction of the nostril have been suggested varying 
according to the site and extent of the defect. In the 
nostril, cartilage is tightly adherent to the skin and 
to the mucosa, and the minute tissue structure is 
difficult to imitate. Proper shaping of the graft is also 
difficult, involving especially that of the superior 
grooves of the nostril and rounded and raised free 
margins. The color of the skin requires careful match- 
ing and the donor site must be free from hairs. The 
chief aim of plastic surgery is of course an esthetic 
result with avoidance of unsightly scars. Of various 
methods yielding similar results, the choice would be 
that method which required fewest sittings and gave 
most rapid results. Four methods of plastic surgery for 
this purpose have been developed. 

Local methods, utilizing material from the nose 
itself, were practiced largely during the second half 
of the nineteenth century, with a more recent appli- 
cation by Kazanjian which is deemed too compli- 
cated for general use. Only lesser partial defects of 
the nostril can be corrected by these methods which 
frequently leave unsightly scars. The use of flaps from 
adjoining facial regions also has some modern appli- 
cations, particularly in extensive defects due to car- 
cinoma or those including the tip of the nose. Both 
free and pedicled flaps from adjoining tissues have 
been used as well as rib cartilage. The author covered 
a defect due to a carcinomatous ulcer in the nostril 
of a woman 72 years old with a flap from the dorsum 
of the nose, which was in turn covered with a flap 
taken from the forehead. In the application of this 
method, variations in the site, shape, pedicle, and 
source of mucosa have been suggested by numerous 
surgeons. 

A description and illustrations are presented of a 
case of total defect of the left nostril due to a bite, 
involving the adjoining portion of the face and the 
upper lip. A flap was prepared from the left naso- 
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Fic. 2. Sketch of operation. a, Excision of scar (A, B, 
and C flaps prepared for coverage); Cx, the scar outline. 
b, Position after turning and suture of flaps; c, suture 
line after suturing graft in position, and d, donor site 
on posterior auricle. 


labial fold (Polya) and the operation was performed 
in two stages under local anesthesia. Scar tissue was 
extirpated and an upward pedicled flap cut from the 
facial skin in the vicinity of the left nasolabial fold. 
This flap was sutured into the defect in such a man- 
ner that by doubling it over and turning back one 
end, it could be used to supplant both mucosa and 
skin, as well as insuring the contour of the newly 
formed nostril (Fig. 1a, b, c). After 3 weeks, the 
pedicle of the flap was severed and the connective 
tissue at the upper end of the flap thinned out in 
stages. The suture line was so placed as to insure the 
contour of the superior groove of the nostril, with 
most satisfactory results. Facial flaps with subcutane- 
ous pedicles were also recommended. Schmid’s opera- 
tion is described as complicated and yielding unequal 
results. 

Pedicled flaps from distant body parts, such as the 
arm or trunk, have been used chiefly for more ex- 
tensive defects, i.e., those including both nostrils. The 
various techniques in use are briefly mentioned. 

Although KGnig’s method of reconstruction of the 
nostril with tissue transplanted from the auricle was 
described in 1902, it was ignored for many years, 
only to be repeatedly rediscovered. Excellent results 
have been reported with this technique by various 
workers, i.e., Brown and Cannon, Limberg, Robinson, 
Converse, Dupertuis, and Davis. A case of defect of 
the left nostril due to an automobile injury is de- 
scribed in detail, in which the present author made 


use of a composite graft taken from the upper part 
of the left auricle. The crooked columella was cor- 
rected with a “‘Z” procedure at the upper and lower 
insertion. Excellent esthetic and functional results are 
obtained with composite grafts from the auricle. Strict 
asepsis and tissue economy must be employed, making 
use of the finest forceps, fine hooks, the sharpest, 
smallest knives, most atraumatic needles, and finest 
sutures with No. 000000 nylon thread. The length 
of the transplant can be selected to fit the needs, but 
its width must not exceed one centimeter. Nutrition 
of the graft is ensured by complete removal of scar 
tissue. Two transplants cannot be sutured together. 
If necessary the operation can be completed in two 
stages, and the transplant covered with cellophane. 
After 12 to 18 hours an increasingly pink color indi- 
cates satisfactory progress in healing of the transplant. 
In the presence of severe circulatory disturbance or 
infection, a deathly pallor of the transplant persists. 
Dressings are changed on the twelfth to fourteenth 
day, sutures removed, and the transplant kept soft by 
anointment with oil several times a day. No dressing 
is applied. The defect in the auricle is so small as to 
be hardly perceptible (Fig. 2a, b, c, d). This type of 
operation apparently has recently superseded the 
local type and there are only limited indications for 
round pedicle and flap techniques. 
— Edith Schanche Moore. 


The Management of Malignant Neoplastic Disease 
Involving the Maxillary Antrum. S. Gorpon Casti- 
GLIANO and C. JuLes RomincEr. Arch. Oiolar., Chic., 
1958, 67: 276. 


THIS ARTICLE is based on the 20 year experience of the 
authors in the management of neoplasms of the 
maxillary antrum. A brief historical review related 
to the management of malignancies of the upper jaw 
is given. The change in the trend of treatment of 
malignancy of the maxilla from extreme radical 
operations to the use of x-ray therapy and the com- 
bination of surgery and preoperative and postoperative 
radiation is mentioned. 

In 1945 one of the authors, after a complete review 
and study of the problems dealing with the manage- 
ment of malignancy of the maxilla, reached the 
following conclusions: 

In the first place, radical surgery should be given 
a new trial, but the method of carrying out anesthesia 
would have to improve. More careful selection of 
patients for surgery will be required. Efforts at 
attempting to devitalize the tumor by irradiation 
before operation should be considered. Improvements 
in the techniques of the performance of the operation 
should be evolved along with the free use of blood. 
Careful preoperative work up and preparation should 
be carried out. A meticulous program of postoperative 
management should be worked out. 

In connection with the anesthesia, the authors use 
thiopental sodium in conjunction with a tracheotomy 
in all of their cases requiring general anesthesia. 

In the selection of patients for radical resection of 
the upper jaw the authors state that in their ex- 
perience no sharp lines of differentiation between 
the inoperable and operable case exist. Decision 
as to whether a case is to be operated upon or not, 
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with intent to cure, often rests more upon the over-all 
judgment of a particular situation than on a simple 
consideration of concrete data covering the extent of 
the disease. However, if there is marked extension to 
the contralateral side inoperability would be con- 
sidered to be definite, and if ethmoid involvement 
could be shown to be bilateral, inoperability would 
be definitely considered to be present. In their ex- 
perience, any degree of posterior extension into the 
pterygomaxillary spaceis an indication of inoperabil- 
ity. 

"h relation to the efforts to devitalize the tumor 
prior to surgery, the authors favor the employment of 
precise radiation preferably with supervoltage ther- 
apy. In their experience over the past 10 years, 
the authors have learned that intense preoperative 
irradiation to the upper jaw, nasal cavity, ethmoid 
area, orbit, and neck followed by radical surgery 
is a completely feasible procedure even when the 
dose is delivered at amazingly high levels. Their 
doses have varied between 5,000 and 11,000 roentgens 
as delivered on the skin. The average dose has been 
around 7,500 roentgens delivered in a period of about 
6 to 10 weeks. The interval after complete radiation 
to the time of surgery averaged about 6.5 weeks. 

In connection with earlier diagnosis of malignant 
conditions of the maxilla, the authors advocate more 
frequent exploration of the antrum and biopsy. 

A detailed technique in the performance of the 
operation is given. The highlights of the technique are 
the homolateral ligation of the external carotid artery 
and ligation of the contralateral external maxillary 
artery to minimize bleeding. The authors use a 
Ferguson type of incision and very wisely condemn 
the lateral extension of this incision to the outer 
canthus of the eye because of the frequent complica- 
tion of eyelid edema which often follows this incision. 
Askin graft is routinely used on the inner aspect of the 
lateral face flap to prevent postoperative contraction. 
A special bone-cutting forceps is used to cut free the 
pterygoid process from the maxilla. An ingenious 
crocheted netting of heavy cord is sutured to the 
mucous membrane of the palate along the midline 
and the free end of the soft palate posteriorly, and 
along the buccal surface below the level of the suture 
skin graft laterally, to prevent displacement of the 
packing. 

Several variations of the classical operation are 
described, which include the radical resection of the 
maxilla with associated resection of the orbit, block 
resection of the ethmoid labyrinth associated with 
maxillary resection, resection of the skin of the cheek 
associated with maxillary resection, resection of the 
nose associated with maxillary resection, and, finally, 
partial resection of the antrum. 

The authors’ experience is based on 132 cases of 
lesions involving various structures of the maxilla, 
including 65 lesions considered to be primary in the 
maxillary antrum. 

Since the technique of intensive preoperative radia- 
tion therapy has been employed, 15 patients have 
survived more than 5 years. In this group a survival 
rate without evidence of disease at the end of 5 years 
was achieved in 47 per cent. The authors believe that 
definite progress in the management of malignant 
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antral disease will be attained with the use of the 
principles of management described in their article 
and that the method is best carried out by one person 
thoroughly familiar with the disease and the radio- 
logical and surgical principles involved. 

—G. Obregon, M.D. 


MOUTH 


Suprahyoid Neck Dissection for Epidermoid Carci- 
noma of the Lower Lip: An Appraisal of Its Use in 
130 Patients. ALLEN and CHAR es EcKERT, 
Am. Surgeon, 1958, 24: 107. 


FROM THE YEARS 1934 to 1948 suprahyoid neck dis- 
section was almost exclusively employed in the treat- 
ment of cervical lymph node metastasis from cancer 
of the lower lip at the Barnard Free Skin and Cancer 
Hospital, St. Louis, Missouri. Dissection usually in- 
cluded the submental and one submaxillary triangle; 
for lesions encroaching upon the midline, both sub- 
maxillary triangles were included. In a review of 130 
cases, a group of 40 suprahyoid dissections were 
classified as “‘prophylactic” since there was no clinical 
evidence of metastasis. Four patients (10 per cent) 
had histologically positive lymph nodes. Of 90 pa- 
tients with clinical evidence of metastasis, 43 (47.8 
per cent) had histologically positive nodes. The 
mortality rate from suprahyoid dissection was 1.5 
per cent. 

The absolute curability rate of patients with 
positive nodes was 27.6 per cent. The most significant 
finding was that in 12 of 15 patients with persistent 
disease in the neck the first evidence of persistence 
was in the superior deep cervical nodes; in the re- 
maining 3 patients the first evidence of persistence 
was in nodes lower in the neck. Only one of the 15 
patients subsequently had a radical neck dissection 
and is cured of cancer. 

The authors conclude that in each of the 12 patients 
a complete radical neck dissection would have been 
more likely to result in a cure and now feel that 
suprahyoid dissection is an unsatisfactory definitive 
procedure for lymph node metastasis from epidermoid 
carcinoma of the lower lip. 

— Harvey W. Baker, M.D. 


NECK 


Jugular Phlebectasias; Comments on 4 Cases (Fle- 
bectasias yugulares; comentarios a raiz de cuatro 
casos). V. F. Pataro, J. C. Crospre, and R. Mar- 
TINEZ CONDE. Prensa méd. argent., 1957, 44: 3071. 


Five instances of this form of cervical manifestation 
are discussed; 4 were genuine instances of phlebec- 
tasia, the fifth proved to be a cyst of the thyrothymic 
tract. Of these 4 true phlebectasias, 2 were dilatations 
of the internal jugular and 2 of the external jugular 
vein. The swellings in the latter vessel were more 
easily diagnosed. One of these patients presented 2 
saccular dilatations of the external jugular vein. At 
the time of the first examination the patients were 
75, 39, 5, and 7 years of age, respectively. 

All gave a similar history. While in good health, 
without any premonitory symptoms, they noted a 
swelling in the cervical region, which increased in 
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size with crying, coughing, straining, or during the 
Valsalva test. 

Both the external jugular and one of the internal 
jugular sacculations were removed surgically. His- 
tologic examination in each instance revealed a 
dilated vein filled with blood. The patients all re- 
covered. 

In reviewing the few reports on this condition which 
have appeared in the literature, it was found that not 
all of the cases were simple and unilocular; some were 
diffuse. 

Synonyms for jugular phlebactasia are: venous 
cyst, venoma, and venous aneurysm, but the authors 
consider that the term used corresponds more closely 
to the clinical and anatomopathologic findings. 

— John W. Brennan, M.D. 


Indication for Radical Operation in Tumors of the 
Glomus Caroticum (Ueber die Indikation der 
Radikaloperation bei Glomus-caroticum-Tumoren). 
M. WENZL. Klin. Med., Wien, 1958, 13: 49. 


Tumors of the carotid gland are rare. Only about 300 
cases have been reported in the literature. Extirpation 
of the tumors is in most cases quite hazardous because 
they are so closely adherent to the carotid bifurcation 
that resection of the arteries is nearly always neces- 
sary. In a number of statistical studies the postoper- 
ative mortality varied between 33 and 58 per cent, 
and irreversible cerebral damage occurred in a large 
number of the survivors. 

Various tests and techniques have been suggested 
to avoid abrupt cerebral anoxemia. Lahey suggests 
compressing the common carotid 3 times daily for one 
week before the operation, beginning with one minute 
and gradually increasing to 10 minutes. Other workers 
have used strips of fascia or aluminum to compress 
the artery. Some surgeons interrupted the blood flow 
for 15 to 20 minutes during the intervention; others 
performed a venous or arterial graft after resection of 
the artery or did an anastomosis between the common 
and the internal carotids. None of these methods have 
been very satisfactory. 

The author reports a pertinent case of a patient who 
was operated upon successfully. This 40 year old 
woman had a slow growing tumor in the right carotid 
area for 13 years. For the first 10 years the tumor was 
asymptomatic, later throbbing sensations and dyspnea 
on exertion developed gradually. As a preliminary 
interruption of the common carotid for a period of 20 
minutes did not produce any clinical symptoms the 
arteries were resected, and the tumor was removed. 
Three days after the intervention a left hemiplegia 
developed; however, after treatment with vasodilators 
and repeated blocks of the stellate ganglion complete 
and permanent recovery ensued. 

In this case the extirpation and resection of the 
carotid was successful, probably because the com- 
pression of the arteries had developed very gradually 
over a long time and sufficient collateral circulation 


had been established. However, in most cases the 
radical operation involves a tremendous hazard and 
should be discouraged, especially as the glomus tumors 
are nearly always benign. 

— Werner M. Solmitz, M.D. 


A Study of Metastatic Carcinoma of the Neck. Davin 
L. Kinsey, ArtHuR G. James, and JosepH A. Bonra, 
Ann, Surg., 1958, 147: 366. 


Tuis srupy comprises 150 patients with neck metas- 
tases from primary cancers of the head and neck over 
a period of 8 years seen at the Ohio State. University 
Medical Center. One hundred and nine of these cases 
were primary in the intraoral region. The average age 
of the patients was 62.4 years and the sex distribution 
was 114 males and 37 females. The initial complaint 
of fully one-third of these patients arose from meta- 
static disease in the neck. Seventy-two and six tenths 
per cent of the primary lesions could be visualized 
directly and an additional 11.3 per cent were palpable 
within the neck. Only 10.6 per cent required a simple 
mirror examination for determination of their loca- 
tion. 

Knowledge of the most common metastatic site for 
any given primary lesion is helpful. The most frequent 
metastatic site was the submaxillary node and the 
majority of the primary tumors giving metastases to 
this area were either in the tongue or on the gingival 
ridge. The most common primary tumors giving 
metastases to the upper deep jugular nodes were in 
the tongue or the tonsillar fossa. Thyroid and laryngeal 
carcinomas frequently extended to the middle jugular 
node and also tended to involve the lower jugular 
nodes. In the 11 instances of submental node metas- 
tases, the primary tumor was found to be in the lip in 
6 cases and in the anterior gingival mucosa in 5 cases. 
In 5 cases the primary lesion could not be identified. 
Nine patients were found to have bilateral cervical 
metastases, and in 8 of these the primary carcinoma 
was located in a midline structure. 

The authors feel that aspiration needle biopsy is to 
be preferred to incisional biopsy of masses in the neck. 
In a large experience they have not seen any local 
dissemination of the tumor by this technique. Seven 
of 8 lesions of the floor of the mouth eventually me- 
tastasized to the opposite side of the neck and the site 
of cross metastases in each instance was the sub- 
maxillary node group. 

Accordingly, the initial surgical procedure in this 
type of case should include wide resection of the 
primary lesion and neck dissection to include the sub- 
maxillary nodes of the contralateral side. Radiation 
therapy is used primarily as an adjunct to surgery in 
the therapy of metastatic neck cancer. Both high 
voltage external therapy and interstitial radioactive 
isotopes may be employed. The need for careful 
spatial implantation is stressed. Radiation therapy is 
advocated only when the lesion is regarded as in- 
curable surgically. —Alan Thal, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Preoperative Changes of Blood Volume and Blood 
Components in Neurosurgical Patients, Their Im- 
portance and Their Treatment (Praeoperative 
Veraenderungen des Blutvolumens und der Blutzusam- 
mensetzung bei neurochirurgischen Patienten, ihre 
Bedeutung und ihre Behandlung). FrrepRicH Pampus. 
Langenbecks Arch. u. Deut. Xschr. Chir., 1958, 286: 582. 


‘THE AUTHOR, of the Neurosurgical Department of the 
University of Bonn, Germany, discusses the changes 
in blood volume, hematocrit value, and blood proteins 
in neurosurgical patients. A marked drop or, more 
rarely, elevation of the circulating blood volume may 
lead to critical situations during or after brain sur- 
gery. These patients are more apt to go into surgical 
shock, especially if cerebral edema, marked hemor- 
rhage, or sclerosis of the brain vessels contribute to 
imbalance of the autonomic nervous sytem. 

In a series of 70 neurosurgical patients the blood 
volume, hematocrit value, and the total and dif- 
ferential serum proteins were measured the day before 
surgery. The red cell volume and the plasma volume 
were computed from these data. The examined cases 
included various kinds of tumors, subarachnoidal and 
subdural hemorrhages, brain abscess, and other 
pathological conditions. 

In 30 of these patients the blood volume was normal. 
in 7 it was elevated, and in 33 markedly decreased. 

The relative total serum protein was about normal 
in all cases (between 5.5 and 7.9 per cent) and no rela- 
tion to the hematocrit value was observed. However, 
the absolute quantity of plasma protein showed a sig- 
nificant deficiency (up to 90 gm.) in half of the cases. 
In other cases a marked increase (up to 40 gm.) was 
observed. A definite relation exists between the 
hematocrit value and the absolute total protein. With 
an elevated hematocrit value due to blood inspissation 
the total protein is nearly always lowered. This drop 
is due more to the decrease of albumin than to that 
of globulin. Decrease of total protein and albumin is 
observed especially in rapidly growing tumors in the 
midbrain area accompanied by marked cerebral 
edema. It is significant that processes in the posterior 
fossa, especially cerebellar tumors, do not cause lower- 
ing of plasma protein. 

Marked differences between the sexes were ob- 
served. The total protein was elevated in two thirds 
of the female patients but decreased in two thirds of 
the male patients. The author does not offer an ex- 
planation for this peculiar observation. 

Rise of the blood volume occurs in heart decom- 
pensation, bronchiectasis, and sympathicotonia; how- 
ever, lowering of blood volume is much more frequent. 
It may be caused by parasympathicotonia due to in- 
creased brain pressure. In these cases, a considerable 
portion of the blood has left the circulation and is 
stored in the abdominal organs, the lung, muscles, 
and the subcutaneous tissues. The power of compensa- 
tion of blood loss is good but the blood supply of the 
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peripheral organs is insufficient. It may be due to 
hemorrhage, especially subdural and subarachnoidal, 
or to blood inspissation caused by dehydration or by 
disorder of the permeability of the blood vessels. 

In more than half of the acute cerebral conditions 
marked changes of the blood volume are present. 
To prevent surgical shock and to improve the chance 
of survival intensive preoperative therapy is important. 
In oligemias due to internal or external bleeding 
transfusion of fresh blood is the treatment of choice. 
In recent subarachnoidal hemorrhage the face may be 
red and hot in spite of the anemia because of the 
parasympathetic irritation of the cranial nerves. In 
these cases hypotensic drugs in small doses should be 
given simultaneously with the blood transfusion. 
Cerebral edema is treated with hypertonic colloids. In 
frequent cerebral vomiting the depletion of water 
and minerals should be corrected by parenteral ad- 
ministration of electrolyte solutions. In addition, 
plasma or human albumin, or, if these are not avail- 
able, plasma expanders should be infused because 
electrolyte sokutions alone are eliminated rapidly from 
the circulation. — Werner M. Solmitz, M.D. 


Considerations Based on a Series of 103 Cases of 
Intracranial Arterial Aneurysm (Considérations sur 
une série de 103 cas d’anévrismes artériels intracra- 
niens). F. CotumeLtta, G. C. Nicora, and G. B. 
DeEuzanno. Neurochirurgie, Par., 1957, 3: 259. 


Or 114 ANEuRYsms in 103 subjects, 100 were saccular 
and 14 fusiform. Of 100 saccular aneurysms, 54 gave 
signs of subarachnoid hemorrhage, 25 signs of com- 
pression of nerve structures (in 15 the compression was 
acute, in 10 chronic). Ten patients presented symp- 
toms of epilepsy and in 2 the epileptic symptoms were 
the only ‘symptoms. In 1 patient with intrasellar de- 
velopment there were signs of acromegaly with a 
chiasmatic syndrome. Of the 14 fusiform aneurysms, 
11 were accompanied by symptoms of compression 
and 3 by signs of subarachnoid hemorrhage. 

The precise diagnosis in these cases depended 
largely upon angiography. The authors emphasize 
the fact that the angiographic examination should be 
complete, with bilateral carotid and vertebral injec- 
tions. An angiographic study does not exclude the 
presence of a nonthrombosed aneurysm and does not 
always demonstrate the true volume of the aneurysm. 
Control pneumography, carried out some time after 
an acute episode, would seem to offer a more ac- 
curate picture of the condition present. 

The operation performed in 21 instances was liga- 
tion of the common carotid artery with one operative 
and one subsequent death. Ligation of the internal 
carotid was done in 23 instances with 2 operative 
deaths and one subsequently; and compression of the 
sac with muscle or cotton in 12 with 4 operative and 2 
subsequent deaths. This group of 56 cases included 
the less favorable results and the authors regard these 
operative techniques as inadequate for dealing with 
the problem of intracranial arterial aneurysm. 
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The operative techniques used on the authors’ serv- 
ice consisted of application of a carotid clip in one 
instance, a clip or wire encirclement of the neck of the 
aneurysm in 4 instances all without mortality, ex- 
cision of the sac in 3 instances with one operative 
death, obliteration of the sac in 3 instances without 
mortality, one intracranial and 2 extra- and intra- 
cranial ligations without mortality, and exploratory 
operation in 6 cases with 1 operative death. These 
comprised the group of more favorable results. 

When the results of both groups were compared 
with those in a group of 18 patients who were not 
operated upon (one patient was regarded as too old 
and one refused the proposed operative procedure) 
the results were surprising. The cases not operated 
upon seemed to fare better than the others, but the 
authors believe that if the figures for the inadequately 
treated cases are excluded the results would be re- 
versed. In view of the surprisingly favorable results in 
the cases not operated upon the neurosurgeon should 
consider the need for revision of the accepted surgical 
indications. —jJohn W. Brennan, M.D. 


Roentgenologic Picture of Intracranial Epidermoid 
Cysts (Tableau radiologique des kystes épidermoides 
intracraniens). GIiovANNI RucciERO, Domenico Di- 

LENGE, and MarceL Davin. Neurochirurgie, Par., 1957, 
276. 


. 


Srx InsTANCEs of intracranial epidermoid cysts are re- 
ported. Two were of the intracerebral type; they 
tended to remain imbedded in the brain tissue, to ex- 
tend toward the ventricles, or to lie entirely within the 
ventricle. In these cases ventriculography led to the 
diagnosis. The peculiar shadow defects, resembling 
large, intercommunicating bullous cavities with fairly 
distinct outlines, were typical of this condition. 

The remaining 4 cases were extracerebral cystic 
tumors of the base of the skull. These tended to in- 
sinuate themselves in the subarachnoid space and 
spread along the cranial floor. They presented no 
typical findings and had to be diagnosed by a process 
of exclusion. The authors’ method of fractional en- 
cephalography in these cases showed the presence of 
an extracerebral newgrowth and the arteriographic 
examination showed the growths to be avascular. 
Fractional encephalography did not disclose the ex- 
tent of spread of the tumors, but this fact in itself 
should arouse suspicion of an epidermoid cyst, or 
cholesteatoma. 

Any type of intracerebral tumor may present the 
encephalographic findings of an extracerebral tumor 
of the base of the skull, but the epidermoid cysts are 
diffuse and grow slowly. Arteriography will generally 
define a meningioma, a chordoma may be relatively 
avascular. A chordoma is usually accompanied by 
manifestations of bone destruction and is limited by 
the midline of the skull. It often shows areas of calcifi- 
cation, which do not occur in an epidermoid cyst. 

The authors believe that the method of fractional 
encephalography (a process of gradual intermittent 
injection of air with changes in the patient’s posture) 
is the best method for roentgenologic study of tumors 
of the base of the skull. It shows simultaneously the 
subarachnoid space and the ventricular system of the 
brain. —John W. Brennan, M.D. 


The Endothelial Hyperplasia of the Cerebral Blood 
Vessels with Brain Tumors and Its Sarcomatous 
Transformation. IRwin Feicin, Lucretia B. ALLEN, 
Lewis Lipkin, and Sipney W. Gross. Cancer, 1958, 11: 
264. 


A stupy of 433 brain tumors constitute the basis, in 
part, for this report which is concerned with intense 
forms of vascular hyperplasia in the presence of some 
primary and some metastatic tumors of the brain. 
The vascular change considered is essentially a hyper- 
trophy and hyperplasia of the cells of endothelial 
origin. 

In the astrocytoma glioblastoma group the degree of 
malignancy was evaluated on the basis of the cellu- 
larity, the variability of cells in size, shape, and stain- 
ing characteristics, and the hyperchromatism of the 
cell nuclei. With the use of such criteria, an excellent 
positive correlation was noted between such a histo- 
logical malignant condition and the degree of endo- 
thelial hyperplasia. The frequency of mitotic figures 
and the bizarre presence of giant cells did not cor- 
relate as well with the vascular hyperplasia. In a 
single tumor the greater hyperplasia was found in the 
more malignant zones. 

Among other gliomas vascular hyperplasia was 
relatively moderate, being greater in the anaplastic 
than in the well differentiated tumor, but being less 
intense than in the former group of tumors for com- 
parable degrees of anaplasia. 

There were 6 cases in the series in which sarcoma- 
tous tissue was intermingled with glioblastomatous 
tissué. This constituted an incidence of sarcomatous 
change in gliomas of approximately 2 per cent. All 
degrees, from slight to extensive sarcomatous change, 
were noted, and the essential feature in these tumor 
specimens was the presence of two dissimilar malig- 
nant tissues, which alone would be diagnosed as a 
glioblastoma and a spindle-cell sarcoma, respectively. 

The endothelial hyperplasia of the glioblastoma 
was often marked in tumors in which sarcomatous 
change was not present. The sarcomatous change was 
indicated by the infiltration of these mesenchymal 
tissues into adjacent tissues at which site the cells 
tended to become somewhat more orderly and to 
arrange themselves in more uniformly oriented 
parallel rows. 

It is to be noted that the degree of vascular hyper- 
plasia was generally less than the degree of anaplasia 
and that the occurrence of the malignant condition 
in the ependymoma group was much lower among 
the medulloblastomas. An appreciable degree was 
noted among the oligodendroglioma, whether ana- 
plastic or not. It was also noted that metastatic 
carcinomas invoked an appreciable degree of endo- 
thelial hyperplasia, but this was not observed with 
metastatic sarcomas. 

Reactive hyperplasia of the type noted in the brain 
generally did not occur in other organs and, in the 
rare instances in which primary brain tumors have 
metastasized to other tissue, such reactive hyperplasia 
was not seen. In some instances the hyperplastic 
endothelial cells in the glioblastoma assumed neo- 
plastic properties and infiltrated the surrounding 
tissues so that the tumor consisted of tissue of which 
two types could be separately defined. In 2 instances, 
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both types of tissue metastasized to the lung. The 
authors discussed the pathogenesis of this vascular 
change in detail. The reader is referred to the original 
article. —W. Eugene Stern, M.D. 


Controlled Hypotension in Connection with Brain 
Surgery. Mirja Tappura. Ann. chir. gyn. fenn., 1957, 
46: 418. 


THE AUTHOR reports his experience with the use of 
controlled hypotension in 191 intracranial procedures. 
Ninety-seven of these were for treatment of intra- 
cranial aneurysms and 79 for tumors. Pendiomide was 
the hypotensive agent in 48 cases and in the remaining 
143 arfonad was used. An attempt was made to keep 
the systolic blood pressure in the range from 60 to 80 
mm. Hg. The average amount of arfonad used as a 
0.25 per cent solution was 340 mgm., and the least 
50 mgm.; the average period of hypotension was 57 
minutes. The longest period of hypotension was 2 
hours and 45 minutes and the shortest 20 minutes. 

Complications may result from the use of hypoten- 
sive anesthesia, but the author thinks that in neuro- 
surgical patients it is difficult to determine whether an 
unsatisfactory result is due to the anesthesia, the fun- 
damental pathologic state, or the operative procedure. 
In this particular series, the author did not feel that 
any of the fatal results were directly attributal to the 
hypotensive anesthesia. However, 6 patients had to be 
reoperated upon because of postoperative hematomas, 
although in all of these the blood pressure had been 
restored to normal before closure. One case of lower 
nephron nephrosis with fatal result occurred and may 
have been related to the prolonged period of hypo- 
tension. A total of 22 fatal cases was noted, but only 
4 autopsies were obtained. 

The author thinks that in the past controlled hypo- 
tension has been too frequently used. He states that 
the best contraindication is the lack of a clear indica- 
tion. Other contraindications are advanced disease of 
the cardiovascular system and severe hypertension. 
However, in properly selected cases, the technique 
may be of truly lifesaving significance. 

—WNicholas Wetzel, M.D. 


SPINAL CORD AND ITS COVERINGS 


Epidural Varicosis Spinalis as Cause of Root Syn- 
dromes (Die epidurale Varicosis spinalis als Ursache 
von Wurzelsyndromen). H. J. SeRFLinc and K. H. 
PARNITZKE. Orthop., 1958, 89: 437. 


‘THE AUTHORS, of the Neurosurgical Department of the 
University of Halle, Germany, describe in detail 9 cases 
of varices of the epidural spinal veins. In all these 
patients, the clinical symptoms were those of a pro- 
lapse of the intervertebral disc with ischialgia, lum- 
bago, or other root symptoms. However, at surgery, 
no pathologic condition of the nucleus pulposus was 
found but varices of the epidural veins had led to the 
spinal root symptoms. Cauterization or resection of the 
varices after laminectomy resulted in complete cure 
in all patients. One of the patients died 6 weeks fol- 
lowing the operation of a ruptured aneurysm of the 
celiac artery. It is assumed that in this case the 
aneurysm had caused a stasis in the venous system of 
the spine. 


SURGERY OF THE NERVOUS SYSTEM 539 


In the second part of the article the authors describe 
in detail the topographic anatomy of the venous system 
of the spinal canal and illustrate it by instructive 
pictures. — Werner M. Solmitz, M.D. 


Solitary Extracranial Neurilemmomas of the Head 
and Neck (I neurilemmomi solitari extracranici 
dell’estremo cefalico). L. PreTRANToNI and G. B. 
LEONARDELLI. Tumori, Milano, 1958, 44: 1. 


THIs REPORT includes an extensive review of the 
literature on extracranial neurilemmomas. The 
authors report 16 personally observed cases. 

Histologically, these lesions are differentiated from 
connective tissue tumors by their lack of argentophilic 
connective tissue stroma. The Antoni type A is 
characterized by the presence of areas of degeneration 
and is benign. The Antoni type B shows mitotic 
activity and is considered malignant. It is very diffi- 
cult to correlate the histologic and clinical manifesta- 
tions of malignancy. 

The patients varied in age from 17 to 66 years. 
There were 10 females and 6 males. Fourteen lesions 
were histologically benign, and 2 were malignant. The 
lesions were all resected surgically and the patients 
clinically cured from 18 months to 10 years after 
surgery. The lesions were distributed as follows: 
nose (3), neck (3), lip (2), tongue (2), scalp (2), parotid 
(1), and ear (1). 

The authors recommend that these lesions be 
totally excised, for, despite the malignant histologic 
appearance, cure should be complete. 

—Roland A. Manfredi, M.D. 


Dumbbell Ganglioneuromas of the Spine, with a 
Report of 4 Cases. R. H. SHepHarp and Davip 
Sutton. Brit. 7. Surg., 1958, 45: 305. 


GANGLIONEUROMAS are relatively uncommon benign 
tumors arising from the sympathetic nervous system, 
of which 243 have been reported in the literature. The 
“dumbbell” ganglioneuroma is a rare tumor. In 
examining the available literature, the authors dis- 
covered only 11 cases, which they reviewed systemati- 
cally. They also presented the important points of the 
previously reported cases and reported 4 of their own 
cases. All of the latter were producing cord compres- 
sion and all were of the dumbbell type in that they 
involved the intraspinal space and the paraspinal 
area through the intervertebral foramen. 

The total 15 cases are analyzed for common fea- 
tures. Except for one cervically located tumor, the 
tumors were predominantly in the thoracic or thora- 
columbar regions. In 10 of the cases the onset of 
symptoms occurred either in infancy or in childhood. 
This is in contrast to the dumbbell neurofibromas 
which are by far the most common dumbbell type of 
tumor and the onset of their symptoms usually 
in adult life. 

The ganglioneuromas may develop wherever cells 
of the anlage of the sympathetic chain occur. A 
pathological review is presented. 

A degree of intermittency and remission of symp- 
toms is recognized and explained by the mechanical 
feature of movement of the tumor through the en- 
larged intervertebral foramen. The dominance of 
paraplegia in the symptomatology serves only to 
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emphasize the relatively urgent need for surgical 
relief. The paravertebral mass may be relatively silent 
from a clinical point of view. 

In 11 of the 15 patients the intraspinal portion of 
the tumor was extradural; in 2 it was intradural. This 
again contrasts with the dumbbell neurofibromas in 
which more commonly an intradural mass is present. 
The authors describe the roentgenological findings. 
Calcification was present in 2 cases. Enlargement of 
the intervertebral foramen was a common finding. 
Abnormalities of the pedicle may also be seen and a 
visible paraspinal mediastinal mass may be found. 
Myelography demonstrated a characteristic extra- 
medullary, extradural expanding tumor. 

—W. Eugene Stern, M.D. 


MISCELLANEOUS 


The Role of Respiratory Insufficiency in the Mortality 
of Severe Head Injuries. Ian N. Maciver, Ivor J. 
C. Frew, and Joun G. Marueson. Lancet, Lond., 
1958, 1: 390. 


‘THE PROVISION of adequate oxygenation for injured 
neurons and the prevention of chest complications 
will permit the survival of patients who otherwise 
might die from severe head injuries as a result of con- 
ditions which the authors consider reversible. At au- 
topsy examination, vomitus and blood clot in the 
bronchi have been encountered and early changes in 
the alveoli have been present histologically, even in 
the absence of clinical signs of significance. Roent- 
genographs of the chest show degrees of collapse of 
the lung at early stages. Subendocardial hemorrhages 
are observed, suggesting a degree of anoxia. Severely 
injured patients, when given the help of intubation 
and adequate suction and oxygen, may show a dra- 
matic improvement in pulse rate, respiratory rate, 
color, and general condition, but this condition is 
reversed once the tube is removed. 


The authors review the physiology of respiration 
and respiratory failure and include a description of 
the mechanics of breathing. Against this background 
they describe their recommended treatment. 

Initial transportation of the patient should be in 
the semiprone or knee-elbow position. After the pa- 
tient arrives at the emergency room and if further 
transfer is necessary, intubation with a cuffed tube 
should be considered and the stomach contents should 
be aspirated. The use of an endotracheal tube is con- 
sidered a short term emergency measure only and is 
not to be recommended for periods of more than 
24 hours. 

The indications for tracheostomy are given: pa- 
tients who, clinically, have signs of fluid in the chest, 
patients who have a serious nasal or postnasal hemor- 
rhage or cerebrospinal fluid leak; patients with head 
injuries who are deeply unconscious on admission, 
unless they show imminent signs of returning con- 
sciousness. The latter patients frequently have no ap- 
parent nasopharyngeal blood or cerebrospinal fluid 
leak into the chest, their color is often normal, and 
chest signs, clinically, are frequently normal for at 
least 24 hours. However, autopsy has indicated that 
in many cases serious chest complications from aspi- 
rated material had occurred. If there is doubt of the 
patient’s return to consciousness, an endotracheal tube 
is retained for 12 hours and, failing a full return to 
consciousness, a tracheostomy is done before the tube 
is removed. The authors describe the operation of 
tracheostomy in which a horizontal incision is utilized. 
Bronchoscopy and roentgenography of the chest are 
performed daily, as required. 

The authors also described their pharmacological 
regimen with the goal of insuring as normal a tempera- 
ture level as possible and preventing hyperthermia. 
Physiologic tensions of oxygen must be maintained 
as well as the proper balance of fluid, electrolytes, 
and calories. —W. Eugene Stern, M.D. 
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CHEST WALL AND BREAST 


Fracture Limited to the Manubrium Sterni (Frattura 
isolata del manubrio sternale). AtHos ANGELI. Arch. 
ital. chir., 1958: 83: 118. 


THE AUTHOR describes a case of fracture of the 
manubrium sterni. He discusses the mechanism and 
pathogenesis of the fracture. 

The fracture was caused by direct trauma to the 
sternum. The main symptoms were pain and hema- 
toma. The patient kept the head and trunk in semi- 
flexion. The fracture line was in a transverse direction 
and the superior fragment was anterior to the distal 
fragment. No particular therapy was instituted except 
bed rest for 16 days. 

The patient did well. No pulmonary complications 
occurred and the fracture was found to be completely 
healed at a follow-up examination 2 months later. 

—Alexander 7. Conte, M.D. 


Concerning the Influence of Funnel Chest on the 
Heart and Respiration (Ueber die Beeinflussung des 
Herzens und der Atmung durch die Trichterbrust). C. 

. R. ZemLHOFER, and K. Hecke. Deut. med. 
Wschr., 1958, 83: 282. 


ALTHOUGH the symptoms due to funnel chest are much 
like those of congenital heart disorders, they will im- 
prove after surgery. Symptoms occur because of de- 
creased ventilation which tends to cause cor pulmonale 
due to direct pressure on the right heart and rotation 
of the heart. These authors investigated 16 patients in 
detail using bronchospirometry, gas analysis, heart 
catheterization, electrocardiograms, roentgen and 
clinical evaluation. They found that in a typical case 
the second pulmonary sound was accentuated and 
sometimes split. A systolic murmur was often heard 
over the left parasternal area at the third intercostal 
space. The anteroposterior diameter of the chest be- 
tween the depressed sternum and the anterior surface 
of the body of the vertebra was often 5 cm. or less. 
The main QRS factor was deviated to the right and 
some 50 per cent of the individuals had an incomplete 
right bundle branch block. Negative T waves were 
found in leads 3 and 4 quite frequently and a high- 
pointed T wave was found in the standard leads. A 
negative T wave was often found in V-1. Broncho- 
spirometry showed little correlation between the ex- 
tent of the deformity and clinical symptoms. The 
respiratory reserve was usually normal but the residual 
volume was increased to 30 to 50 per cent of the total 
capacity. Four patients showed slight arterial under- 
Saturation with oxygen but carbon dioxide combining 
power was normal. 

Heart catheterization revealed a large right ventri- 
cle and atrium. Systolic pressure was in the upper 
limits of normal in the right ventricle and in the 
lungs, but pressure in the right atrium was increased. 
One-half of their cases had cardiac findings, the symp- 
toms being much like those of chronic constrictive 
pericarditis and mitral stenosis. The diastolic pressure 
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curve in the ventricle was much like that in chronic 
constrictive pericarditis, again due to the fact that the 
heart could not expand in diastole. When these pa- 
tients decompensate, they develop right heart failure. 
The authors point out that the electrocardiogram 
naturally is confusing because the heart is mechani- 
cally displaced. The individuals investigating these 
cases from the point of view of the internists and 
physiologists were able to explain the mechanism of 
the difficulties such patients develop, and in comparing 
the preoperative and postoperative studies, they found 
there was gratifying improvement with surgery. When 
their studies show physiologic disturbances due to 
funnel chest, they encourage their surgeons to carry 
out operative correction even though the anatomical 
deformity may not be marked. 
—Robert C. Combs, M.D. 


The Operative Management of Funnel Chest (Die 
operative Behandlung der Trichterbrust). G. HEcE- 
MANN and H. Scuosertu. Deut. med. Wschr., 1958, 83: 


IN THIS INTERESTING ARTICLE, the authors point out 
that the cause of funnel chest is unknown. It has been 
suggested that the condition may be congenital, due 
to rickets, brought on by difficulty in inspiration such 
as in large tonsils or adenoids, caused by the pull 
of the diaphragm, or due-to pull from the soft tissues 
behind the sternum; i.e., contracture of the cen- 
tral tendon of the diaphragm, contraction of the ret- 
rosternal ligament, traction from the rectus sheath, 
or tension on the transversus thoracis and transversus 
abdominis muscles. The incidence, as reported by 
various authors in both the German and English 
literature, ranges from 0.059 per cent to 3.5 per cent, 
the difference being mainly the criterion of the degree 
of deformity necessary for classification as such by the 
various authors. 

The clinical picture is rather characteristic—a 
straight-chested individual with hanging shoulders 
and an increased kyphosis. Usually the patient has a 
protuberant abdomen and some lateral deviation of 
the spine, and not uncommonly will be found to have 
arachnodactyly. The condition is localized to the 
body of the sternum, the manubrium and ensiform 
process usually not being involved. The cavity may 
hold from 50 to 100 c.c. of water with the patient in 
the recumbent position; this is one way of indicating 
severity. Symptoms may be severe and are often 
progressive. Whether or not surgery is undertaken is 
in large part dependent upon the progression of 
symptoms. These include those due to pressure on the 
right side of the heart, which may be much greater 
than suspected. The extent of increased pressure may 
best be determined by heart catheterization, which 
was done in a number of patients. The patient may 
have recurrent episodes of respiratory infection since 
coughing is interfered with and he may even have 
difficulty in swallowing. Spirometric studies show de- 
creased lung function because of the increased residual 
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air. The symptoms at times may not be unlike those 
of constrictive pericarditis. The patient with an ad- 
vanced condition not uncommonly will die from right 
heart failure coming on rather suddenly in the second 
or third decade. 

The authors were pleased with their surgical re- 
sults and report 20 operations. Their patients not 
only had psychologic relief but almost invariably 
showed a greatly increased stamina after surgery even 
when the condition was not too pronounced pre- 
operatively. They believe that conservative treatment 
in individuals with symptoms is not to be condoned. 
The upper air passages must be examined for adenoids 
or tonsils or other obstructive conditions. The de- 
cision for surgical intervention is based upon the 
patient’s symptoms and observation of increased 
pressure on the right side of the heart indicated by 
electrocardiograms, roentgenograms of the chest, or 
heart catheterization. They prefer to operate upon 
patients between the ages of 4 and 6 years, but in 
severe cases have operated upon patients of 2 years 
and upon others during their second and third decade 
although the results have not proved as satisfactory at 
this age. 

The authors comment upon three surgical proce- 
dures. The simplest procedure is to divide the body 
of the sternum just below the angle of Lewis, excise a 
wedge, the base of which is on the anterior surface of 
the sternum, and elevate the lower end of the 
sternum. This method can be used in the younger 
individual. A second procedure, which they do not 
favor, is that in which the entire body of the sternum 
is dissected free from its bed and turned over and 
placed back in position. The third procedure and the 
one which they advocate consists of dividing the 
sternum beth lengthwise and crosswise at whatever 
number of points is necessary to secure free elevation. 
A transverse incision is used and the ribs involved are 
elevated from their subperiosteal beds. They are care- 
ful to divide all the soft tissues behind the sternum but 
try during their dissection to save the blood supply to 
the sternum. Wire is placed under the sternum and by 
use of a bridge across the chest the sternum can be 
elevated into the desired position. At times short 
segments of the rib cartilages from the sixth to the 
eighth must be resected. Postoperatively suction is 
maintained in the retrosternal space for about 48 
hours, using a negative pressure of 5 to 8 cm. of water. 
The patient is kept in bed for 8 days and then is 
allowed up with the bridge still in place. In about 3 
weeks the chest will be stabilized and the bridge may 
be removed. The ribs are replaced by fibrous tissue 
which later ossifies and is adequate for strength. In 
older patients, that is, over the age of 14, stability may 
be rather slow in being achieved. Postoperatively, 
exercises are done to correct kyphosis. Immediately 
after surgery, the patient is instructed to carry out 
breathing exercises which are aimed at increasing the 
anteroposterior diameter of the chest. It is pointed 
out that patients who had a round chest preopera- 
tively will achieve a better result than those with a 
flat anteroposterior chest. The presence of marked 
kyphosis may tend to give a poor result. The authors 
are pleased with the physiological results determined 
from their studies which included use of the x-ray, 


electrocardiogram, cardiac catheterization, and spiro- 
metric evaluations. The complications have been 
minimal. —Robert C. Combs, M.D. 


Radiologic Findings Following Castration and Ad- 
renalectomy for Metastatic Carcinoma of the Breast 
and Prostate (Aspetti radiologici dell’effetto della 
castrazione e della surrenalectomia bilaterale sulle 
metastasi ossee e polmonari da carcinoma della mam- 
mella e della prostata), A. F. FEsANI, and 
C. BoccutaAuini. Ateneo parmense, 1958, 29: 195. 


From December, 1956 to October, 1957, a series of 10 
patients were examined at regular intervals radio- 
logically for this report. In the series were 8 women 
with metastatic carcinoma of the breast and 2 men 
with carcinoma of the prostate. All of these patients 
had extensive metastasis to the lungs, pelvis, skull, 
ribs, and vertebrae. All of them had undergone castra- 
tion and bilateral adrenalectomy. The patients were 
maintained on cortisone therapy postoperatively and 
were then studied radiologically to determine what 
effect this procedure had on the bony metastasis. The 
article includes illustrations of 46 roentgenograms, 
taken before and after treatment. The roentgeno- 
grams reveal sclerosis of osteolytic lesions, reduction in 
the size of pulmonary metastasis, and a marked arrest 
in the development of the disease. ‘The patients varied 
in age from 37 to 62 years. 

From their findings, the authors conclude that these 
operations constitute a real advance in the treatment 
of metastatic carcinoma from the breast and the 
prostate gland. —Roland A. Manfredi, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Complications of the Surgical Treatment of Pul- 
monary Tuberculosis. (‘Text in Greek), E. E. Papa- 
MICHAEL. Acta chir. hellén., 1958, 5: 137. 


‘THE AUTHOR’S EXPERIENCE with 88 surgical procedures 
performed on 87 patients in the years from 1953 to 
1957, inclusive, is presented. ‘Ten pneumonectomies, 
38 lobectomies, 16 lobectomies and segmental resec- 
tions, and 24 segmental resections were done. The 
mortality was 3.4 per cent within 60 days from the 
surgical intervention. The cure rate was 87.3 per cent. 

There were 4 cases in which one of the major 
vessels was injured during surgery, but successful re- 
pair was immediately done. In 3 cases of postoperative 
hemorrhage occurring in the first 24 hours, conserva- 
tive therapy proved successful. In cases that the au- 
thor knows about, in which immediate thoracotomy 
was done for severe postoperative bleeding, only gen- 
eralized capillary oozing was found and no bleeding 
from a single large vessel. Hence, he prefers the con- 
servative management to thoracotomy. 

Of the 8 cases of atelectasis, only one required 
bronchoscopy and aspiration of plugs, while the rest 
were successfully treated with bronchial suction, oxy- 
gen, physiotherapy, and antibiotics. Bronchoscopy is 
advised for the “ wet lung” with extensive rhonchi and 
atelectasis. 

The serious complication of spread of the infection 
during surgery is considered as a preventable compli- 
cation, but it occurred twice in this series. In one case 
antibiotics successfully combated the disease, while in 
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the second, small changes were still present in the 
opposite lung 6 months postoperatively. 

The most serious complication, empyema with 
bronchopleural fistula, occurred in 10 patients, and 3 
of these were among the 10 pneumonectomy cases. 
The mortality was 30 per cent in those who developed 
this complication. Avoidance of surgery in cases of 
bronchial involvement is offered as a preventive 
measure but, it is pointed out, submucosal lesions are 
invisible during preoperative bronchoscopy. Surgery 
consisting of immediate decortication, suture of the 
bronchial stump, and thoracoplasty gave poor results 
in the author’s hands. Two of the 4 patients so treated 
died, and only one was cured. Four patients were suc- 
cessfully treated with drainage of the empyema and 
subsequent thoracoplasty. 

Other complications consisted of ulcerations of the 
bronchial stump in 2 patients, tuberculous pericarditis 
in 2, pleural spaces in 8, and cardiac arrest in one 
patient. There were only 5 cases of relapse of the 
disease, and these occurred late in the first year after 
surgery. 

In the discussion of the article it is stated that the 
complications represent a rather high percentage, but 
it is also mentioned that the patients in this series had 
been in an advanced stage of the disease and that 71 
of the 87 had positive sputum at the time of surgery. 

—.Nicholas F. Demos, M.D. 


The Surgical Treatment of Pulmonary Hemorrhage 
in Tuberculosis. JosEpH M. Forp, Roy H. Ctauss, 
Sacau At Askari, and Rosert H. 7. Therac. 
Surg., 1958, 35: 341. 


PULMONARY HEMORRHAGE occurring in a patient with 
tuberculosis is a serious complication which often 
causes spread of the disease to the other lung and 
which may prove to be fatal when the hemorrhage is 
severe. 

However, pulmonary hemorrhage secondary to 
tuberculosis can be controlled in most cases with pro- 
per medical management. The management consists 
of positioning the patient with the bleeding side down 
and the head of the bed lowered. Coughing is encour- 
aged at intervals, but excessive coughing is to be 
avoided. Oxygen by nasal catheter or tent is used and 
heavy sedation is avoided. The patient’s blood is 
typed and cross-matched. Pneumothorax has not been 
successful in stopping the bleeding. 

The authors reviewed the cases of 21 patients who 
died from pulmonary hemorrhage at Bellevue Hospi- 
tal in the 10 year period from 1945 through 1954. The 
age, sex, duration of the disease, and history of previ- 
ous hemorrhages, all seemed to have little bearing on 
the occurrence of fatal hemorrhage. The feature that 
all of these patients did have in common was the 
presence of a thick walled cavity. 

Resectional surgery is indicated in the patient with 
a thick walled unilateral cavity who continues to bleed 
in large amounts and in whom death seems certain 
without operation. Advanced bilateral caseocavitary 
tuberculosis and pulmonary insufficiency are consid- 
ered to be contraindications to the performance of 
surgery. 

Three case reports are given in which resectional 
Surgery was successful in the treatment of severe 


SURGERY OF THE THORAX 543 


pulmonary hemorrhage. Two pneumonectomies and 
one lobectomy were performed. In each case there 
had been inadequate and interrupted chemotherapy 
with the patient leaving the hospital against advice. 
When the patient was readmitted large thick walled 
cavities were present. 

It is estimated that 7 of the 21 patients who died of 
uncontrollable hemorrhage might have been saved 
if they had had resectional surgery on the basis of 
current surgical consideration. 

-—George R. Holswade, M.D. 


Conservative Management of Postoperative Surgical 
Complications in Pulmonary Tuberculosis, Na- 
THAN LEVENE, HERBERT WALD, JuLio N. CoELuHo, 
and Don C. Fiexps. 7. Kentucky M. Ass., 1958, 56: 253. 


IN sPITE OF many advances in the field of pulmonary 
surgery, numerous postoperative complications are 
still encountered in tuberculous patients. This article 
represents a study of the complications encountered 
in 145 patients with pulmonary tuberculosis who 
were operated upon at the Kentucky State Tubercu- 
losis Sanatorium. One or more complications were 
encountered in 42.7 per cent of cases. Atelectasis oc- 
curred in 14.4 per cent. Postoperative pain, which the 
authors feel plays a major role in the production of 
atelectasis, was not improved by crushing or dividing 
intercostal nerves. When the patient is unable to 
cough effectively, transnasal suction or bronchoscopy 
must be done. Aerosols containing detergents and 
proteolytic enzymes had no noticeable effect on the 
incidence of postoperative atelectasis. 

Postoperative severe bleeding into the pleural space 
was encountered in 4.8 per cent. Bleeding is most 
commonly due to severed adhesions and raw areas of 
extrapleural dissection. The volume of drainage in the 
suction bottle is often the earliest sign. These patients 
are treated by transfusion and suction drainage ini- 
tially. When the side operated upon shows complete 
absence of lung markings and beginning mediastinal 
shift, thoracotomy is indicated. It was performed in 
1.4 per cent of cases in this series. 

The most frequent complication encountered was 
failure of expansion of the remaining lung tissue, 
which occurred in 22.7 per cent. When air leakage is 
present beyond 5 or 6 days, the authors attempt to 
avoid prolonged intercostal tube drainage. On the 
fifth or sixth day in these cases the tubes are clamped 
for 12 to 24 hours. If, on repeat chest film, there is no 
increase in the size of the space, the tubes are re- 
moved. Following removal of the drainage tubes, 
needle aspiration of the cavity is attempted. Aspira- 
tion is begun 3 to 4 days after removal of the tube and 
repeated at weekly intervals until the space becomes 
too small. When no infection supervened, the pockets 
were obliterated in about 8 weeks. In 9 cases thoraco- 
plasty was necessary to obliterate the residual pocket. 
If the lung expands only to the level of the hilum, 
thoracoplasty should be done as soon as the patient 
will tolerate a second operation, as these patients are 
good candidates for the development of a broncho- 
pleural fistula and empyema. 

In 6.2 per cent of cases the disease was not arrested 
in spite of the use of drugs and surgery. 

—Alan Thal, M.D. 
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Bronchial Closure with Catgut Sutures. Paut H. 
SHERMAN and James S. Conant. 7. Thorac. Surg., 
1956; 365. 

THE AUTHORS present data to support the contention 
that catgut closure of bronchial stumps is superior to 
closure with silk sutures. In a total of 60 consecutive 
cases, 73 individual bronchi were closed with chromic 
catgut 00 on an atraumatic needle. The bronchi that 
were closed included the main stem bronchus and 
segmental bronchi. ‘There were 12 pneumonectomies, 
5 bilobectomies, 15 lobectomies, 7 lobectomy and seg- 
mental resections, 6 lobectomy and wedge resections, 
9 segmental resections, and 6 segmental and wedge 
resections. The results in this group were compared 
with those in a group of 60 consecutive patients who 
had been operated upon immediately preceding the 
test group. Seventy-eight individual bronchi were 
closed with silk in the control group. The number of 
similar resections corresponded in the two groups. In 
both instances, a simple single row of interrupted 
sutures was used to close the bronchi. In both the 
control and catgut series, the bronchi were transected 
and then closed with 000 silk or 00 chromic catgut 
on an atraumatic needle. Each suture was placed ap- 
proximately 5 mm. deep in the cut end of the 
bronchus, avoiding the crowding of masses of suture 
material close to the cut tissues which would tend to 
interfere with local blood supply. Undue tension on 
the suture line was avoided in both cases. An airtight 
seal was effected as evidenced by the usual under 
saline solution test with increased endotracheal pres- 
sure provided by the anesthetist. 

All patients received vigorous antituberculous 
chemotherapy until the lesions were considered to 
have reached maximum resolution as determined by 
x-ray studies and clinical conferences. In the silk 
closure cases, there were 25 patients who had had a 
positive sputum for tubercle bacilli by smear or cul- 
ture 6 months prior to operation, or the resected speci- 
mens were found to be smear or culture positive. In 
the cases of catgut closure, 21 patients had similarly 
positive sputum smears or cultures preoperatively, or 
tubercle bacilli were recovered from their resected 
specimens. The tubercle bacilli from sputa were re- 
sistant to streptomycin, isoniazid, or para-aminosali- 
cylic acid in 5 cases of silk closure, and in 3 cases in 
which the closure was effected with chromic catgut. 
All patients were subjected to bronchoscopy prior to 
resection. Resection was not performed in any pa- 
tients with acute or subacute bronchial tuberculosis 
or bronchitis. Histologic study of the bronchi at the 
resection line from the resected specimens was carried 
out and found to confirm the preoperative endoscopic 
impressions. 

Bronchopleural fistula of the main lobe or of the 
segmental bronchi occurred in 5 cases closed with silk 
and in 1 closed with catgut. T'wo additional small air- 
leak fistulas of intersegmental planes occurred in the 
catgut closure series but did not occur in the silk 
closure series. It is of interest that there were 5 re- 
sistant positive cases in the silk group in which 4 
tuberculous bronchopleural fistulas developed. There 
were 3 resistant positive cases in the catgut group but 
no bronchopleural fistulas developed. The authors 
conclude that chromic catgut is as good as silk in 


effecting successful bronchial closure and resections 
for tuberculosis whether or not the bacilli are re- 
sistant or sensitive to the usual antituberculosis chemo- 
therapeutic drugs. The number of broncho-pleu- 
ral fistulas in the bronchi closed with catgut was 
lower than the number of bronchopleural fistulas in 
the cases closed with silk. In the years following re- 
section the patients are likely to benefit from catgut 
closure because the possibility of sutures being 
coughed up, of streaking, or of hemoptysis from 
granuloma formation is unlikely when absorbable 
suture materials are used.— Lloyd D, MacLean, M.D. 


Severe Valvular Pulmonary Stenosis with Normal 
Aortic Root. D. Rowe, S. C. 
Joun D. Kerru, W. T. Musrarp, and W. T. Barnes. 
Canad. M. Ass. F., 1958, 78: 311. 


THE AUTHORS review the progressive improvement in 
the surgical treatment of pulmonary stenosis. They 
report 21 cases of pulmonary stenosis in which hypo- 
thermia with inflow occlusion was used together with 
direct operative opening of the pulmonary valve 
through the pulmonary artery. Those patients who 
had significant improvement were 5 years old or less. 
In the age group of 6 to more than 10 years only 10 
per cent of patients had good results, as judged by 
lowering the right ventricular pressures to 40 milli- 
meters of mercury or less. The development of con- 
comitant infundibular stenosis in this group makes 
simple opening of the pulmonary valve an inadequate 
procedure. 

In comparing this series to one in which the blind 
transventricular approach was used the authors have 
demonstrated an improvement in results and mor- 
tality rate. This method of hypothermia with inflow 
occlusion, however, will undoubtedly be replaced by 
the use of an extracorporeal circulation because of the 
complications of infundibular stenosis and the pos- 
sibility of associated intraventricular septal defects. 

The authors report an excellent correlation of 
physical signs in the diagnosis and postoperative 
evaluation of pulmonary stenosis. 

—Richard E. Gardner, M.D. 


Vena Cava-Pulmonary Artery Anastomosis for Vas- 
cularization of the Lung. FrANcis RosicsEk, RoBER- 
ro Macistro, Fort, Livia RopsicseK, and 
Pau W. Sancer. J. Thorac. Surg., 1958, 35: 440. 


COMPLEX GARDIAG MALFORMATIONS are associated with 
the impairment of the pulmonary circulation and are 
treated by the creation of an artificial patent ductus. 
This new procedure increases ventricular output, in- 
creases stress on the right ventricle, supplies mixed 
arterial venous blood, and stimulates endarteritis. 
It utilizes the rich venous collateral network of com- 
munications between the pericardiophrenic and 
parietal venous system with the pulmonary circula- 
tion. The superior vena cava is transected and 
anastomosed with the right pulmonary artery. By 
this method blood from the upper part of the body 
bypasses the right side of the heart and enters the 
lung directly. Blood from the remainder of the body 
returns to the right side of the heart. This operation 
was performed on 30 dogs with a mortality rate of 20 
per cent. Postoperative autopsy studies showed en- 
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largement of the venous tributaries of the superior 
vena cava and no pathologic changes in the lungs. 
Angiocardiograms revealed rapid direct filling of the 
superior vena cava and the right pulmonary artery, 
followed within one second by parenchymal filling of 
the lung, and concentration of the dye in the left side 
of the heart and aorta within 2 seconds. Hemo- 
dynamic studies demonstrated that the right lung at- 
tached to the vena cava functioned within normal 
limits, and that the work of the right side of the heart 
was not increased while the systolic discharge of the 
right ventricle was decreased. 
—B. G. P. Shafiroff, M.D. 


The Differential Diagnosis and Indications for 
Operation in Total Destruction of the Lung (Zur 
Differentialdiagnose und Operationsindikation bei 
der total zerstoerten Lunge). R. Semiscn, H. L. 
K6.uine, and H. H. Wirtic. él. Chir., 1958, 83: 201. 


In Most FORMS of pulmonary tuberculosis there are 
reasonably accurate indications for lung resection. 
The morphology of the lung and the underlying 
pathologic tuberculous process in the nature of 
cavity formation, caseous pneumonia, atelectasia, 
and other changes are usually distinguishable and 
reasonably easy to be diagnosed. However, in some 
instances, because of tremendous thickening of the 
pleura, there is blackout which makes detailed diag- 
nosis difficult. 

The authors point out that the determination of the 
underlying pathology and the extent of the pathology 
in such cases of thickening makes preoperative diag- 
noses and planning most trying. Despite the use of 
refinements in roentgenography, such as tomography, 
the underlying pathology is still in question. Many 
times the thoracic surgeon would appreciate the 
opportunity to determine preoperatively whether he 
should resort to pneumonectomy alone or decortica- 
tion plus rib resection. The authors point out that 
through the use of selective angiopulmonary cardiog- 
raphy the relations between the arterial and venous 
processes through the lung parenchyma can give a 
reasonable indication of the underlying pathology. 

They present a series of 5 cases in which marked 
pleural thickening has made roentgenographic diag- 
nosis of the underlying disease most difficult, and 
angiopulmonary cardiography of the lung field has 
enabled them to perform a planned operative pro- 
cedure. — Walter L. Byers, M.D. 


HEART AND PERICARDIUM 


Hemodynamic Findings at Thoracotomy for Mitral 
Valve Disease. Max Zoos, Rosert E. Rockney, and 
W. P. CLELanp. Am. Heart 7., 1958, 55: 328. 


THoracotomy has afforded a unique opportunity for 
correlating physiologic and pathologic findings in 
mitral valve disease. ‘The immediate pressure changes 
produced by valvulotomy have been observed by the 
authors in 50 patients with mitral valve disease. Most 
of the patients had pure mitral stenosis, but a few were 
known to have associated mitral incompetence of 
moderate or considerable degree. 

Pressure pulses were recorded by puncture of the 
left side of the heart and the pulmonary artery at 
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thoracotomy. Observations were repeated about 10 
minutes after valvotomy when the circulation had 
become stabilized. In pure mitral stenosis, the initial 
pulmonary artery and left atrial pressures were in- 
versely related to the size of the valve, and the smallest 
valves were associated with the highest pressures. 
When incompetence was present the pulmonary 
artery and left atrial pressures appeared to be related 
to its degree rather than to the size of the valve. The 
initial height of the V wave in the left atrial pulse was 
found to be an unreliable guide to the presence of 
incompetence, but an observed increase in height 
following valvotomy suggested that incompetence had 
been produced. 

If in pure mitral stenosis the valve was split 1.5 cm. 
or more, there was a conspicuous fall in left atrial 
pressure usually associated with a rise in left ventricu- 
lar systolic pressure and a fall in the heart rate, sug- 
gesting an increased cardiac output. The gradient 
across the mitral valve was markedly diminished but 
not abolished. If a split of only 1 cm. or less was 
achieved, there was little change in the left ventricular 
systolic pressure. When incompetence was produced, 
the fall in left atrial pressure was less than in either of 
the previous two groups. 

In cases with mitral stenosis and incompetence, 
valvotomy reduced the left atrial pressure in only half 
of the cases. In the remainder it was unchanged or 
elevated, and in some there appeared to be a fall in 
cardiac output. 

The effect of valvotomy on the pulmonary artery 
pressure was variable. A substantial reduction ofa high 
initial left atrial pressure was usually accompanied by 
a nearly equal reduction of the pulmonary artery pres- 
sure, together with signs of increased cardiac output. 
When the initial left atrial pressure was lower, the fall 
in pulmonary artery pressure was only about half the 
fall in left atrial pressure. These findings suggested 
that the fall in pulmonary artery pressure was a 
passive effect and that there was no immediate 
diminution of pulmonary vascular resistance following 
valvotomy. —Earl W. Cauldwell, M.D. 


Immediate and Remote Results of Mitral Commis- 
surotomy (Résultats immédiats et lointains de la 
commissurotomie mitrale). M. F. Pu. 
Bionpeau, C. Metianv, RicorpeAu, and PIivnica. 
Union méd. Canada, 1958, 87: 254. 


THE INDICATIONS for mitral commissurotomy are based 
on functional embarrassment, which is either evident 
clinically or is determined by cardiac catheterization. 
When the patient is in this group, surgery is not with- 
held because of age, right ventricular failure, complete 
arrhythmia, or a history of peripheral emboli or in- 
volvement of other valves, as long as the mitral lesion 
is the principal one. 

A group of 551 cases (77 per cent women, 23 per 
cent men) from the cardiovascular service of the 
Broussais Hospital of Paris were analyzed as to imme- 
diate results. In 74 cases there was an associated lesion 
of the aortic or tricuspid valve; of these, 56 were due 
to valvular insufficiency which did not require treat- 
ment, and 18 were instances of stenosis. Of the 17 with 
aortic stenosis, in only 5 was it sufficiently pronounced 
to warrant a surgical attack, which was performed at 
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the same time as the commissurotomy. The single case 
of severe tricuspid stenosis was handled surgically after 
the patient recovered from the mitral commissurotomy. 
In this series of 74 cases of associated valvular lesions, 
the mortality was 12 per cent, as compared with 6 per 
cent for the entire group. 

In 15 per cent there was a clot in the auricle; in 86 
cases, the clot was limited to the auricular appendage 
only twice. Mortality in this group was 14 per cent; in 
one half of the fatal cases, the cause of death was em- 
bolism. Clots were found in 40 per cent of patients 
with fibrillation and in only 2 per cent of patients 
without fibrillation and without any history of emboli. 
Therapy with anticoagulants, begun 2 months before 
surgery and stopped 40 hours before it, has reduced 
the incidence of fresh nonadherent clots which are the 
more dangerous. 

A mitral insufficiency of a mild degree is not a con- 
traindication to a commissurotomy; in only one fourth 
of these did the commissurotomy increase the regurgi- 
tation. Forty-eight patients had a severe insufficiency. 
The operation was abandoned in 26; in the remaining 
22, the regurgitation was not improved or aggravated. 

Eliminating all patients in whom the operation was 
abandoned, there remained 517 commissurotomies. 
The approach was through the wall of the left auricle 
504 times, 11 times through the auricular appendage, 
twice through the pulmonary vein. The author has 
now given up the use of the finger alone or of a knife 
in favor of a metallic dilator. 

Serious operative complications fall into four cate- 
gories: (a) damage to the valve or its suspensory mech- 
anism; (b) arterial embolism; (c) severe hemorrhage, 
due to tears of the wall of the heart; and (d) arrhyth- 
mias, rare in the absence of hemorrhage. 

Three patients died from hemorrhage on the oper- 
ating table, 3 from cardiac arrest, 9 from embolism, 4 
from damage to the mitral valve, 4 from decerebration 
following cardiac arrest, 1 from pericardial effusion, 7 
from shock or right-sided failure. In addition there 
were 7 deaths in a group of 34 patients in whom the 
commissurotomy was abandoned. 

The group in which late results were analyzed com- 
prised 71 patients, all operated upon by the author. 
Although the follow-up period ranged from 1 to 6 
years, the result as observed several months after the 
operation did not change much. 

Objectively, there was not much change; the dias- 
tolic murmur persisted (even though it occasionally 
disappeared in the early postoperative period), al- 
though it was often less pronounced. There was little 
change in the appearance of the heart on roentgeno- 
grams; in 90 per cent, however, there was evidence of 
diminution of pulmonary congestion. There was but 
little change in the electrocardiograms. 

The results were judged on the basis of function. 
Good results were those in which there was no dyspnea 
on exertion (climbing two flights of stairs), and the 
patient could lead an essentially normal life—65.5 per 
cent of the patients; moderately improved were those 
who had to moderate their activity, who had a slight 
dyspnea after climbing two flights of stairs—20 per 
cent; there was no improvement in 14.5 per cent. 
Most cases of mitral insufficiency that were graded 
more than mild were among the failures. Of the cases 


in which there was little or no insufficiency and, fol- 
lowing the commissurotomy, the orifice admitted 2.5 
fingers, 85 per cent had good results. Only 50 per cent 
of the patients with fibrillation had good results, as 
against 83 per cent of patients with a normal sinus 
rhythm. —Leonid S. Cherney, M.D. 


Atrial Septal Defect in the JOHN J. Jr. 
and Haro p A. Lyons. Ann. Int. M., 1958, 48: 267. 


ATRIAL SEPTAL DEFECT is the form of congenital heart 
disease commonly encountered in elderly subjects. A 
series of 19 patients who were more than 45 years of 
age were studied by the authors, the study covering a 
4 year period. Eleven of the patients were male and 
8 were female. Two of the diagnoses were made by 
postmortem examination and 12 by cardiac catheteri- 
zation; the remaining 5 satisfied the clinical criteria 
for this diagnosis. It appears that, of the common 
types of congenital heart disease, atrial septal defects 
offer the best prognosis for a long life. The oldest pa- 
tient in this series was 72 when first seen and is now 
76 and appears to be in fair health. The oldest patient 
reported with this disorder was 82 years of age. 
Eight of the 19 subjects in this series were hospital- 
ized for reasons not related to the cardiac disorder. 
These patients experienced little or no discomfort 
from their heart disease. Most patients admitted to 
shortness of breath on exertion, but were able to 
maintain the same pace as their contemporaries. Five 
patients were hospitalized for bronchopneumonia, 
which occurs frequently in this disease, probably 
because of the pulmonary plethora. Only 4 patients 
of this series sought attention because of symptoms 
directly attributable to heart disease. Clubbing and 
cyanosis of the extremities were present in 4 patients, 
all of whom were severely symptomatic. Two of these 
died while under observation. An elevated jugular 
pressure and peripheral edema were observed in 3 of 
these 4, and in no others of this series. In 7 of the 19 
patients, signs of chronic bronchitis and emphysema 
were noted. These included changes in the shape of 
the thorax, with low, relatively immobile dia- 
phragms, high-pitched breath sounds with prolonga- 
tion of the expiratory phase, and thick basilar rales. 
Palpation of the precordium usually demonstrates a 
systolic heave over the dilated and hyperdynamic 
right ventricle. A systolic lift is frequently perceived 
over the pulmonary artery. With pulmonary hyper- 
tension and gross dilatation of the pulmonary artery, 
the shock of the second sound may be felt in the same 
area. Movement of the left ventricle is not palpable, 
and if a left ventricular heave is present, one should be 
alert for other lesions, or for the ostium primum type 
of an atrial septal defect. The two most important 
auscultatory signs of an atrial septal defect are a pul- 
monary systolic murmur and a widely split second 
sound. A murmur was heard in all cases of this series. 
It was usually a Grade 2 or 3 in intensity, and was 
never accompanied by a thrill. Wide splitting of the 
second sound was noted in 14 cases. The first heart 
sound is usually normal or loud in intensity. It is fre- 
quently split, and the second component of the split 
first sound may be most intense in the pulmonic area. 
This latter sound probably represents an exaggerated 
vascular element of the first sound. The systolic mur- 
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mur heard in these cases can be seen to end before the 
second sound. This represents an “ejection type” of 
murmur. It begins with the commencement of blood 
flow into one of the major vessels, is at its greatest 
intensity in midsystole, and fades before the second 
sound. When the volume of the shunt is great, the 
murmur may be quite prominent. It is usually 
credited to the turbulence resulting from a high pul- 
monary flow. 

The second sound is usually widely split in cases of 
atrial septal defect. By wide splitting the authors 
mean intervals of 0.05 second or greater between the 
aortic and pulmonic components of the second sound; 
it occurred in 14 of the 19 cases. The splitting of the 
second sound has been explained in part by the right 
bundle branch block which is almost always found in 
this disorder, and also by the greater volume of blood 
ejected from the right ventricle. The authors believe 
this latter factor is more important. 

The electrocardiogram is a great diagnostic aid in 
this disorder. The usual picture is that of right bundle 
branch block pattern, either complete or incomplete. 
If absent, the diagnosis should be held in question. 
Right ventricular hypertrophy was diagnosed in 8 
cases of the series. Atrial fibrillation occurs frequently 
in this age group, and was seen in 14 patients of this 
series. 

Radiography and fluoroscopy are extremely help- 
ful in arriving at the diagnosis. Characteristically, the 
roentgenogram reveals cardiomegaly. The right 
atrium and right ventricle are markedly enlarged, 
whereas the left atrium and left ventricle are small or 
normal. The aorta is usually hypoplastic in the 
young, but often of normal configuration in the aged. 
The high pulmonary blood flow is reflected in an 
enlarged pulmonary vascular tree. The main pul- 
monary artery and the secondary and tertiary 
branches are dilated and tortuous. Pulsation of these 
structures is often found on fluoroscopy. Only the 
very periphery of the lung appears clear. 

Venous angiocardiography was employed by the 
authors in a number of these patients, but it was 
rarely helpful except in cases of significant right-to- 
left shunts, where early opacification of the left atrium 
occurs, 

The diagnosis of an uncomplicated atrial septal 
defect can be confirmed by cardiac catheterization if 
blood samples from the right atrium have a greater 
oxygen content than do samples from the inferior and 
superior vena cavae. This means oxygenated blood is 
entering the right atrium through an atrial septal de- 
fect, or occasionally from the anomalous insertion of a 
pulmonary vein or veins into the right atrium. 

A long, active life is led by many patients with atrial 
septal defects. The average age at death, usually given 
as 36 years, is longer than that found in the other 
major types of congenital heart disease. Associated 
anomalies probably play a more important part in 
causing the early death of patients with atrial septal 
defects than is generally conceded. Uncomplicated 
atrial septal defect is a rare cause of death in the 
pediatric age range. Respiratory infections are fre- 
quent in this disease. They may eventually lead to 
chronic bronchitis and emphysema, which contribute 
to the dyspnea of later life. 
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Pulmonary hypertension is a frequent and major 
complication of an atrial septal defect. It was present 
in 7 of the 19 subjects in this series. Another serious 
complication which was noted in 2 patients was 
thrombosis of the major pulmonary arteries. Both of 
these patients had evidence of pulmonary hyperten- 
sion for years preceding the thrombosis. The clinical 
picture in both was similar. Episodes of chest pain, 
fever, pleuritic pain, and hemoptysis suggested pul- 
monary emboli and infarction. These episodes, how- 
ever, developed gradually rather than suddenly and 
persisted for weeks. Cyanosis became marked, and 
clubbing of the extremities was noted later. The chest 
roentgenogram often showed an exceptionally dense 
and bulky, comma-shaped shadow in the position of 
one of the pulmonary arteries. If the process has been 
present for some time, these structures may be heavily 
calcified. —Donald M. Clough, M.D. 


Surgical Treatment of Constrictive Pericarditis (Le 
traitement chirurgical des péricardites constrictives). 
J. Cuveuier. Acta chir. belg., 1957, 56: 853. 


ConsTRICTIVE PERICARDITIS is seldom correctly diag- 
nosed. It is very often diagnosed as tuberculous 
peritonitis or heart failure. In 41 per cent of cases 
constrictive pericarditis is a consequence of a dying 
out of a tuberculous infection. Healing is followed 
by marked sclerosis resulting from the deposit of fibrin 
which later organizes in a sclerotic tissue. In cases of 
advanced disease this sclerotic tissue is prone to calci- 
fication and can invade even the cardiac muscle. 

The other causes of constrictive pericarditis could 
be: (a) rheumatic fever, (b) an injury with a hemor- 
rhage into the pericardium, and (c) exceptionally, a 
purulent pericarditis. 

The sclerotic and retracted walls of the pericardium 
imprison the heart which is unable to dilate during 
the diastole; therefore, at the end of diastole there 
occurs an increased: venous pressure in the right 
auricle, superior vena cava, and inferior vena cava. 

The symptoms of pericarditis include cyanosis of 
the face, prominence of jugular veins, and enlarge- 
ment of the abdomen with a large liver and ascites. 
There are systolic retraction at the apex and systolic 
depression of the lateroposterior region of the left 
thorax (Broadbent’s sign). Heart sounds are distant 
and venous pressure is increased. The pulse is small, 
quick, and often paradoxical. The blood pressure is 
low and diastolic pressure is increased. 

The Beck’s triad recapitulates symptoms of a con- 
strictive pericarditis: (1) ascites, (2) increased venous 
pressure, and (3) a small heart with a reduced ampli- 
tude of pulsations. On roentgenograms it is sometimes 
possible to see the calcifications. Large deposits of 
calcium in the fibrous inflammatory tissue produce 
the condition called concretio cordis. The electro- 
cardiogram reveals low voltage of the QRS complexes 
with the T waves inverted. Venous pressure is in- 
creased (30 cm. or more of water) with a prolonged 
circulation time. 

Cardiac catheterization reveals an increased dia- 
stolic pressure in the ventricle and a diastolic pul- 
monary hypertension. The cardiac output is diminished 
and does not change with the effort of the patient, 
but this last sign can also be caused by concomitant 
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heart failure. The digitaline test makes differentiation 
possible. If after an injection of digitaline the cardiac 
output is not increased it is concluded that the sign 
is due to constrictive pericarditis and not a result of 
cardiac insufficiency. 

Constrictive pericarditis must be differentiated 
from: (a) other diseases in which fluid is present in 
the pericardium, i.e., pericarditis following medias- 
tinitis or polyserositis; (b) heart diseases—tricuspid 
and mitral stenosis, cor pulmonale; and (c) medias- 
tinal tumors, cirrhosis of liver, and huge ovarian cyst. 

Surgery should be performed as soon as possible in 
cases of chronic constrictive pericarditis. When de- 
posits of calcium are present, the operation is difficult. 
Acute cases should have antecedent antibiotic treat- 
ment. When the etiology is tuberculous the best time 
for surgery is from 10 to 18 months after the onset of 
symptoms. 

The author uses the transverse incision of Johnson 
and Kirby as a surgical approach. The constriction 
is relieved by resection of the pericardium. In places 
in which deposits of calcium are present the resection 
is better abandoned to avoid perforation into the 
heart cavity. Resection of the pericardium on the 
anterior and lateral surfaces of the heart is sufficient 
to assure a cure and it is not necessary to strive to 
perform a difficult resection on the posterior wall of 
the heart. 

The disappearance of pulmonary hypertension is 
a proof that the resection of the pericardium was cor- 
rectly performed. 

In conclusion the author discusses 9 cases of pa- 
tients on whom he performed operation. 

—M. Srokowski, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Dysphagia Lusoria (La disphagia lusoria). V. Petti- 

NARI. Chir. pat. sper., 1957, 5: 855. 

THE TERM ‘“‘dysphagia lusoria” is applied to a syn- 
drome, primarily dysphagic, resulting from anomalies 
of the aorta and its branches. The author presents a 
comprehensive review of the literature on this syn- 
drome with a report of a case of dysphagia in a 45 
year old woman, caused by an anomalous right sub- 
clavian artery, originating from the posterior aspect 
of the descending portion of the aortic arch. The 
course of this anomalous vessel was posterior to the 
esophagus. The patient was successfully treated sur- 
gically. 

The first part of the article is largely devoted to 
the embryologic aspects of the syndrome. The classi- 
fication of aortic rach anomalies by Kirklin and 
Clagett is used as a guide, emphasis being placed on 
the multiplicity of anomalies resulting in similar clini- 
cal pictures. It is the opinion of the author that the 
diagnosis is easily established by angiographic studies 
if one considers dysphagia lusoria in the differential 
diagnosis of cases of episodic dysphagia, appearing 
somewhat late in life without obvious cause, and 
usually associated with anxiety and a number of 
neurovegetative symptoms. The latter group of symp- 
toms (vomiting, salivation, belching, and lacrima- 
tion) could be easily provoked in the case reported by 
the author, by deep palpation of the lower abdomen. 


The second part of the article is an analysis and a 
review of other forms of aortic arch anomalies, par- 
ticularly those characterized by a double aortic arch. 
This anomaly can be present in a number of varia- 
tions and derives from a persistence of both embryonal 
fourth aortic arches. A double aortic arch, unlike the 
syndrome caused by anomalous left origin of the right 
subclavian artery, manifests itself clinically at an early 
age and primarily with respiratory symptoms caused 
by the pressure on the trachea. Dysphagic symptoms, 
though commonly present, are usually not severe. 

This useful and critical article includes drawings 
of a number of aortic arch anomalies, and the essential 
data on 114 cases, obtained from the world literature 
and forming the basis of the study, are tabulated in 
an orderly fashion. —Franco F. Sangalli, M.D. 


Severe Dysphagia Associated with Traction Di- 
verticulum of the Esophagus (Disfagia grave da 
sindrome discinetica esofagea su diverticolo epibron- 
chiale). I. Brrant. Gior. ital. chir., 1957, 13: 1014. 


THE AUTHOR reports the case of a 31 year old woman 
who experienced increasingly severe dysphagia during 
the 4 years preceding her admission. At this time the 
dysphagia had progressed to the point where she could 
only swallow liquids. 

Swallowing provoked severe precordial pain. Esoph- 
agoscopy was noninformative. A barium swallow re- 
vealed a small diverticulum 1 by 2 cm. at the level of 
the tracheal bifurcation. Frequent and vigorous peri- 
staltic waves were present in the upper portion of the 
esophagus with a marked and intermittent spasm of 
the viscus at the level of the lesion. The latter was 
removed surgically. 

During exploration a short fibrous cord between the 
diverticulum and the first centimeter of the left main 
bronchus was found. The significance of this as a 
possible remnant of a tracheoesophageal fistula and as 
the cause for the diverticulum is discussed. Following 
surgery the dysphagia ceased and 2 years later the 
patient remained free from symptoms. 

Since a paucity of symptoms is characteristic of 
traction diverticula of the esophagus, the author con- 
siders this case worthy of interest. 

— René B. Menguy, M.D. 


Carcinoma of the Esophagus. Davin P. Boyp, HER- 
BERT D. Apams, and FERDINAND A, SALzMAN. JV. Eng- 
land J. M., 1958, 258: 271. 


FRom an experience with 335 cases of esophageal car- 
cinoma, the impression that it perhaps is more com- 
mon than has been indicated in the past literature is 
gained. This series confirms the approximate five to 
one occurrence in males compared with females. No 
specific etiology is known but the concept of chronic 
irritation leading to neoplasia is mentioned in con- 
nection with the higher incidence of the disease in 
China and Curacao. 

Pathologically the tumor is predominantly epider- 
moid in the upper two-thirds of the esophagus while 
the tumors in the lower third are frequently adeno- 
carcinomas. These show the common characteristics 
of epithelial neoplasms; that is, they spread into the 
mucosa and submucosa or into the neighboring lymph 
nodes. It is pointed out that this gives some rationale 
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TABLE I.—CASES OF ESOPHAGEAL CARCINOMA 
TREATED BY AUTHOR 
Cases with x-ray therapy 


Level of lesion No. of cases completed 
Carcinoma of esophagus: 
Resected: 
Cardioesophageal carcinoma: 


TABLE II.—AVERAGE SURVIVAL FROM DATE OF 
OPERATION OR BIOPSY 
Living patients Dead patients 


Level of lesion No. Mo. No. Mo. 
Carcinoma of esophagus: 
0 0 3 4.3 
Resected: 
des 0 0 2 6.0 
Cardioesophageal carcinoma: 
INGE 0 0 4 52 


for combined surgical and irradiation therapy. In ad- 
dition, certain cases have been seen by the authors in 
which extensive irradiation by super voltage x-ray 
resulted in total destruction of the esophagus. 

They emphasize that there are many complications 
of intrathoracic surgery, such as serious pneumonias 
and poor healing of the esophagus, as well as the 
common complications related to chronically ill, de- 
bilitated patients. The use of preoperative jejunostomy 
for nutrition and the frequent use of tracheotomy are 
recommended. 

The figures in Tables I and II show the results in 
the authors’ recent series in which surgical removal 
of the lesions and supravoltage x-ray therapy have 
been combined. It is the authors’ conclusion that 
perhaps more lives will be salvaged by this therapy 
than other methods available to date. 

—Robert W. Williams, M.D. 


Carcinoma of the Antethoracic Esophagus (Carcinom 
der antethorakalen Speiseroehre). MAx LepscHE and 
Ratner Scuopp. Thoraxchirurgie, 1958, 5: 430. 


Caustic sopa produced a stricture of the esophagus 
in an 18 year old man, who underwent an esophago- 
dermatojejunogastrostomy in 1919, 5.5 months after 
the accident. For 32 years the patient had no symp- 
toms and worked hard as a farmer. In 1952 an ulcera- 
tion and a perforation of the infraclavicular portion 
of the antethoracic cutaneous tube developed. A 
major portion of the ingested food was escaping 
through this defect. Histologic examination of a 
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biopsy specimen taken from the ulcer established the 
diagnosis of a hornified squamous cell carcinoma. 

The following procedure was employed. A new 
antethoracic cutaneous tube was created on the right 
side of the thorax. Three weeks later a longitudinal 
incision was made on either side of the old artificial 
esophagus, the involved portion of it was undermined, 
and the raw surfaces were covered with Thiersch 
grafts. Five weeks later the first artificial esophagus 
was transected well below the carcinoma and the 
cervical portion of the natural esophagus was tran- 
sected above the old esophagodermatostomy. The 
tumor-carrying segment was removed. It was planned 
to anastomose the newly formed cutaneous tube with 
the healthy proximal end of the old tube and the dis- 
tal esophageal stoma. However, the patient had 
learned to feed himself through the stoma and refused 
further surgical procedures. The follow-up examina- 
tion in 1957 showed him to be active on a farm and in 
perfect health. 

The authors found 2 additional cases in the litera- 
ture in which cancer developed in the cutaneous 
tubes a long time after the operation. Malignant de- 
generation of the original stricture of the esophagus 
has also been reported. 

The advantages of an antethoracic operation are: 
low operative mortality; good visibility of the opera- 
tive region; avoidance of general anesthesia; and 
relative harmlessness of complications, such as in- 
sufficiency of sutures, necrosis of the flap, or strictures. 
The disadvantages are: tedious operative procedure, 
poor cosmetic effect, and danger of tumor formation. 
Resection of the esophagus, on the other hand, is 
fraught with the danger of much higher operative 
mortality and more serious complications, such as 
dehiscence of the wound, stenosis, or mediastinitis. 
Unsurmountable obstacles may be encountered in the 
form of periesophageal adhesions, especially in the 
hilum region, and extensive stenosis. Bilateral va- 
gotomy, if necessary, may produce disturbances of the 
cardiac and gastrointestinal functions. 

The authors conclude that the choice between 
anvethoracic and intrathoracic operation depends on 
the age and the general condition of the patient, the 
location and extent of cicatricial stenosis, and the 
presence or absence of periesophagitis. 

Inasmuch as carcinoma developed in the cutaneous 
tube in all reported cases, it appears advisable to 
anastomose the cervical stoma of the esophagus 
directly to the mobilized prethoracic portion of the 
alimentary tract. — Joseph K. Narat, M.D. 


MISCELLANEOUS 


The Appearance of the Spirogram in Emphysematous 
Patients Under Conditions of 
Activity (Die Form des Spirogramms unter Atem- 
grenzwertbedingungen bei Emphysem). Joser MEIER, 
Nepomuk ZGLLNER, and Herssrr Nowy. Thorax- 
chirurgie, 1958, 5: 391. 

IN CERTAIN DISEASES Of the respiratory system changes 

in the spirogram can be seen during a period of 

maximal respiratory activity, i.e., with a very high 
respiratory-minute-volume, that are not present when 
the patient is breathing at rest. In emphysema, the 
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Fic. 1 (Meier et al.) Comparison of spirogram curves 
obtained during maximal ventilatory activity. a, Maxi- 
mal respiratory curve of a normal person, respiratory 
minute volume —211 1/min. Respiratory rate—75 min. 
b, Respiratory minute volume in a patient with em- 
physema —37 1/min. Respiratory rate —89 min. 


expiratory phase, which is normally rapid, is slower 
and gradually, rather than suddenly, comes to an 
end. Occasionally, these findings are present at rest. 
The pneumotachogram will show similar changes in 
patients who have emphysema, as well as in patients 
with bronchial asthma. This phenomenon has becn 
widely recognized by a less accurate designation of an 
increase in the ratio between the expiratory and in- 
spiratory interval. 

The authors found a high incidence of abnormalities 
in the spirograms of patients with emphysema at 
elevated levels of respiration. A comparison of the 
spirogram curves obtained during maximal ventila- 
tory activity is seen in Fig. 1. The inspiratory phase 
rises less rapidly and not as high as in the normal 
curve. The expiratory phase is represented by a bi- 


Freguen2 
Min. 


Fic. 2. Dependence of the form of the maximal respira- 
tory activity curve on respiratory rate in a patient with 
emphysema. a, Respiratory rate—52/min. Maximal 
respiratory minute volume—48 1/min. b, Respiratory 
rate —80/minute. Maximal respiratory minute volume — 
55 1/min. The typical emphysematous pattern is evident. 


phasic configuration with a prolongation of the second 
half of the curve. 

In order to obtain a maximal ventilatory activity, a 
respiratory rate of at least 70 per minute must be 
attained. Other workers have set this value at 100 per 
min. The significance of a rapid respiratory rate in 
producing high respiratory-minute-volumes and 
changes in the spirogram can be seen in Fig. 2. The 
co-operation of the patient is very important in execut- 
ing this examination. Inspiration and expiration 
should be equal and regular and the patient instructed 
in the performance of these maneuvers. 

The authors also confirmed these findings with the 
use of pneumotachometry, i.e., by plotting rate of 
volume increase against time during inspiration and 
expiration. From their studies, they have concluded 
that the increased intra-alveolar pressure present in 
emphysema is in part responsible for the narrowing 
of the bronchioles and obstruction to the outflow of 
air. They have found that when there is a residual 
volume of over 40 per cent of the total capacity of the 
lung, the characteristic changes in the spirogram 
appear. This applies to patients with senile, chronic 
obstructive, and compensatory emphysema and bron- 
chial asthma but not to patients with fibrotic processes, 
such as pneumoconioses. —7. C. Rosenberg, M.D. 
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SURGERY OF THE ABDOMEN 


GASTROINTESTINAL TRACT 


Peptic Ulcer with Massive Hemorrhage in the Upper 
Age Groups. Etmer Horrman. 7. Am. Geriat. Soc., 
1958, 5: 324. 


THe AUTHOR presents 62 cases of gastric or duodenal 
ulcer with massive hemorrhage occurring in patients 
more than 50 years of age. This disease process was 
found to be more common in males than females, re- 
gardless of the type of ulcer involved. In the group of 
37 patients with duodenal ulcer and massive hemor- 
rhage, the mortality rate was 18.7 per cent for those 
treated surgically compared to 9.5 per cent for those 
treated medically. In the group of 25 patients with 
gastric ulcer, the mortality rate was 11.1 per cent for 
those treated surgically compared to 57.1 per cent for 
those treated medically. Among the 37 duodenal 
ulcer patients, 89 per cent had melena, 40 per cent 
had hematemesis, 43 per cent had pain, 11 per cent 
had nausea, and 5 per cent had vomiting but not 
bleeding; in 32 per cent there had been a previous 
episode of massive hemorrhage. Among the 25 
gastric ulcer patients, 68 per cent had melena, 56 per 
cent had hematemesis, 48 per cent had pain, and in 
28 per cent there had been a previous episode of 
massive hemorrhage. 

When an upper gastrointestinal tract x-ray series 
was carried out during the acute hemorrhage, a 
correct diagnosis was made in 23 per cent of the 
duodenal ulcer cases, and in 45 per cent of the gastric 
ulcer cases. When the diagnosis was made at the time 
of operation, it was correct in 31 per cent of duodenal 
ulcer cases, and 55 per cent of gastric ulcer cases. The 
course in 2 of the author’s patients supported the 
idea that a blind gastrectomy should be performed 
when no other source of hemorrhage can be found at 
operation. In approximately one-fourth of the cases 
studied there was an elevation of the blood urea level, 
with a return to normal after cessation of bleeding. 
In the patients who received transfusions, the serum 
bilirubin level was elevated. The hematocrit boost 
phenomenon occurred in about 10 per cent of the 
patients receiving large amounts of blood. 

tis concluded that patients of the upper age group 
with massive hemorrhage from gastric or duodenal 
ulcer should receive large volumes of blood by trans- 
fusion. If the hematocrit does not stabilize within 24 
to 48 hours, operation should be performed. 

Various complications were observed following 
surgical therapy and medical therapy in the cases 
presented. Steel granulomas were observed as a com- 
plication of surgical treatment and should be con- 
sidered as a possible complication of surgery of this 
type. — John E. Karabin, M.D. 


A Case of Carcinoid of the Stomach (Contributo alla 
Casistica dei carcinoidi dello stomaco). F. PARRAVICINI 
and L. Frezzint. Arch. ital. chir., 1958, 83: 80. 


THE autHors review the evolution of the present 
knowledge of carcinoids in general and emphasize their 
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rare occurrence in the stomach. These tumors, when 
they do appear in the stomach, seem to be more com- 
mon in the region of the antrum and do not present 
a characteristic radiologic appearance. Hemorrhages 
and necrotic changes are rarely noted. 

The case reported is that of a 68 year old Italian 
woman with a history of recurrent seasonal epigastric 
pain since the age of 40. Three months before hos- 
pitalization she noted anorexia, nausea, postprandial 
vomiting, and constipation alternating with diarrhea. 
These symptoms progressed and weight loss, episodes 
of melena, and moderate anemia prompted radiologic 
studies of the upper gastrointestinal tract which re- 
vealed a deformity of the duodenal bulb and delayed 
emptying of the stomach. 

A subtotal gastrectomy and gastrojejunostomy were 
performed. The resected specimen revealed an oval 
neoplasm lodged in the submucosa of the anterior sur- 
face of the antrum. The mucosa was intact. Sections 
stained with a number of methods proved this to be a 
carcinoid, without evidence of infiltration into adjacent 
veins, lymphatics, or gastric structures. The article 
includes good reproductions of the roentgenographic 
appearance of the stomach and of the histologic 
sections. —Franco F. Sangalli, M.D. 


Primary Neoplasms of the Small Bowel; A Report of 
81 Cases. WARREN H. Hunt, III, A. C. Bropers, JR., 
and Nicuotras C. HicHtow™r, JR. South. M. 7., 1958, 
51: 482. 


Because of their rarity primary neoplasms of the 
small bowel are seldom considered in the differential 
diagnosis of bowel disease. A correct diagnosis is thus 
seldom achieved prior to surgery. Although the small 
bowel accounts for 75 to 80 per cent of the length of 
the alimentary tract, only 3 to 6 per cent of gastro- 
intestinal neoplasms occur in this organ even if 
ampullary lesions are included. Approximately 75 per 
cent of these tumors are malignant, but since many of 
the tumors, even though malignant, produce symp- 
toms early, a reasonably good expectation of cure by 
resection is possible. 

The diagnosis of small bowel neoplasms is difficult. 
Frequently a palpable mass cannot be felt and 
roentgenograms of the small intestine may not exclude 
tumor because of the difficulty of filling the small 
bowel homogeneously with barium. The physician 
should be “‘small bowel conscious” whenever he is 
faced with frank occult blood in the stools and un- 
explainable anemia. This awareness should be main- 
tained even though the bleeding site is probably in the 
stomach, colon, or rectum. Although the disease may 
first present itself by hemorrhage or perforation, the 
onset is usually more insidious, various types of acute 
to chronic, intermittent or progressive, partial or 
complete obstruction being encountered. Intussuscep- 
tion is common. Because of their protean nature the 
subtle symptoms of vague pains, abdominal disten- 
tion, nausea, occasional vomiting, constipation, post- 
prandial fullness, malaise, loss of the sense of well 
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being, intermittent borborygmus, anorexia, and 
weight loss are often dangerously attributed to func- 
tional disorders. Tumors of the first portion of the 
duodenum may simulate an ulcer. Jaundice may be 
the result of invasion of the duodenal wall or the 
ampulla by tumor. Lower in the intestinal tract the 
symptoms are more generally related to obstruction 
with attacks of colicky pain occurring at increasingly 
frequent intervals. Bleeding varies in degrees of 
severity, the stool ranging from one positive for occult 
blood to a tarry stool. 

The present report is a study of material gathered 
at the Scott and White Clinic, Temple, Texas, con- 
sisting of cases of primary neoplasm of the small 
bowel encountered over a 15 year period, and in- 
cluding a total of 81 patients in whom the diagnosis of 
a primary neoplasm of the small bowel was made. 
Metastatic lesions, secondary neoplasms, and primary 
neoplasms of the ampulla of Vater were excluded from 
the study. A total of 20 primary neoplasms of the 
duodenum were encountered, of which 12 were 
malignant and 8 benign. Adenocarcinoma was the 
most common type of lesion, occurring in 9 of the 
patients. Of the 8 benign neoplasms 5 were adenomas. 
The remaining 3 included a myoma, a leiomyoma, 
and aberrant pancreatic tissue. 

Seventeen of the cases included neoplasms of the 
jejunum. Seven of these were adenocarcinoma and 5 
were lymphosarcona. One carcinoid was encoun- 
tered. Four of the lesions were benign and these in- 
cluded leiomyoma, neurofibroma, and myxoma. 

Forty-four neoplasms were encountered in the 
ileum and all but 7 of these were malignant. Most of 
the ileal neoplasms were encountered in the lower 
half of the ileum and included 16 cases of lympho- 
sarcoma, 14 cases of adenocarcinoma, and 7 malignant 
lesions of less common types, such as carcinoid, 
endothelioma, hemangioendothelioma, melanoendo- 
thelioma, myosarcoma, and leiomyosarcoma. Seven 
primary tumors of the ileum included lipoma, fibroma, 
hemangioma, and neuroma. 

Extensive tables are included showing the most 
common signs and symptoms, histopathologic type 
and grade, as well as duration of preoperative symp- 
toms and of postoperative survival. 

— Wayne F. Cameron, M.D. 


Familial Polyposis of the Intestine and Pigmenta- 
tion; Peutz-Jeghers Syndrome. AARNE TALA 
and C, E. Nytunp. Acta chir. scand., 1958, 114: 109. 


PEuTz-JEGHER’S SYNDROME is a hereditary condition 
consisting of polyposis of the gastrointestinal tract and 
melanin pigmentation of the skin and oral mucosa. 
While the polyposis occurs throughout the gastroin- 
testinal tract, including the stomach and colon, it 
always involves the small intestine. The polyps begin 
as benign adenomas but have a clear tendency to be- 
come malignant. The pigmentation appears as small 
dark patches on the lips, oral mucosa, the face, and 
extremities. The facial pigmentation is confined to the 
central regions around the eyes, nose, and mouth, 
thus differing from common freckles. This has been 
shown to be accumulated melanin which may be 
present at birth, increases as the child grows, and oc- 
curs in general in dark-haired people. There is a dis- 


tinct familial incidence. The pigmentation sometimes 
appears to be present without manifest polyposis. 

The symptoms are related to the location and size 
of the polyps. In the small intestine partial obstruc- 
tion is common and gives rise to sudden colicky pain, 
Complete obstruction is usually due to intussusception. 
During such attacks an abdominal mass can be pal- 
pated in many cases. Vomiting and alternating diar- 
rhea and constipation may also occur. While the pig- 
mentation is present at birth or develops in early in- 
fancy, symptoms from polyposis usually appear later. 
Of the patients whose cases were collected in the litera- 
ture, 6 had symptoms when under 10 years of age, 34 
when between 10 and 30 years old, and the oldest 
when he was more than 70 years old. Occult intestinal 
bleeding is common, sometimes with a consequent 
anemia and occasionally with frank hemorrhage or 
hematemesis. 

Negative x-ray findings do not exclude polyposis, 
particularly of the small intestine. 

The authors present 4 cases of their own; all of the 
patients belonged to the same family. A father and 3 
of his 7 children were definitely affected. Of these 4 
patients, one was operated upon 3 times, and another, 
once for intussusception. Another of the series under- 
went a Billroth II gastric resection for multiple polyps 
of the stomach. A rectosigmoid polyp was removed 
sigmoidoscopically and later a second laparotomy was 
necessary for a jejunoileal intussusception. Two polyps 
removed from the adult in this series revealed histo- 
logically verified carcinoma. 

The authors do not recommend colectomy in Peutz- 
Jeghers syndrome since most of the polyps are in the 
small intestine. With continuous supervision and the 
continuous formation of polyps, the authors feel that 
laparotomy should be performed for acute complica- 
tions of the small intestinal polyps. At this time all 
discernible polyps are removed. On the other hand, 
they do recommend periodic x-ray examination of the 
colon, since polyps can grow here for a long time and 
degenerate prior to producing symptoms. 

—Hermes C. Grillo, M.D. 


Peutz-Jeghers Syndrome (Sulla sindrome di Peutz- 
Jeghers). D. Corrone and N. Agutra. Radiol. med., 
Milano, 1958, 44: 114. 


THE AUTHORS describe a case of multiple polyps of the 
gastrointestinal tract associated with pigmentation of 
the lips, referred to as Peutz-Jeghers syndrome. A 26 
year old female patient had been having some epi- 
gastric distress with heartburn, postprandial distress, 
and occasional vomiting for the past 3 years. There 
were occasional attacks of diarrhea lasting from 24 to 
48 hours. Roentgenographic studies revealed multiple 
gastric polyps and a large polyp in the terminal ileum 
causing invagination of the ileum into the ascending 
colon. During the barium enema the invaginated 
ileum was readily reduced and a small tumor mass 
about the size of a nut was seen in the reduced seg- 
ment of the ileum. 

The patient was operated upon and a large polyp 
was found in the ileum about 20 cm. from the ileo- 
cecal valve. The polyp was about the size of a large 
nut and the mucosa in the opened ileum in the vicinity 
of the polyp was found to have pigmented areas similar 
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to those seen on the lips. The polyp was excised and 
an appendectomy performed. Previous to this, thor- 
ough examination of the small and large bowel had 
failed to reveal any other lesion. No mention is made 
of examining the stomach at the time of operation. 
The postoperative course was satisfactory and the 
pathologic report showed the tumor to be an adeno- 
matous polyp with no malignant changes. 

A review of the literature is presented. The polyps 
in this condition are usually found in many segments of 
the gastrointestinal tract but most often in the small 
bowel. The ileum is most commonly involved with 
the jejunum second. The stomach is rarely involved, 
only 8 cases being reported including the authors’ 
case. About 50 cases of Peutz-Jeghers syndrome have 
been reported but the authors found only 45 proved 
cases in their study of the literature. The syndrome is 
considered to be familial in nature but examination of 
this patient’s family failed to reveal any other person 
afflicted with the condition. 

—Lucian 7. Fronduti, M.D. 


Congenital Rectocolic Polyposis (La poliposi retto- 
colica diffusa a tipo congenito). L. MENGHETT! and A. 
Jovine. Acta chir. ital., 1958, 14: 1. 


‘THE AUTHORS report the case of a 22 year old female 
who was found to have diffuse polyposis of the colon. 
She first began to have symptoms, consisting of irreg- 
ular bouts of diarrhea, at 10 years of age. During the 
past year the symptoms had become persistent. Diag- 
nostic studies including barium enema and sigmoid- 
oscopy revealed diffuse polyposis involving the entire 
colon and rectum. 

The entire colon and rectum were excised, leaving 
the anal canal. The distal ileum was then brought 
through the anal canal. After the abdomen was closed 
an anastomosis was accomplished in the perineal area 
by exteriorizing the anal canal and suturing it to the 
ileum, 

The postoperative course was satisfactory. The 
stools at first were liquid but became semisolid on the 
tenth to fifteenth day. There were 5 to 8 stools a day. 

The authors review the literature. They recommend 
radical surgery for polyposis of the colon and prefer 
intrasphincteric ileoanastomosis to abdominal ileos- 
tomy. The operation is considered radical but it pre- 
serves function. A one-stage operation is recommended 
for patients who are considered satisfactory risks, and 
staged interventions for poor risk patients. 

—Lucian 7. Fronduti, M.D. 


Twenty-Four Hour Preparation of the Large Bowel 
for Surgery Using Neomycin-Sulfathalidine or 
Neomycin-Oxytetracycline: A Comparative Evalu- 
ation, A. Leo, V. LyLeE Von Gros- 
VENOR G. Roserts, and Paut R. SCHLOERB. Ann. 
Surg., 1958, 147: 359. 


To DETERMINE the efficacy of neomycin-sulfathalidine 
and neomycin-oxytetracycline the authors selected at 
random 75 patients about to undergo colonic surgery. 
Forty-two patients were given neomycin-sulfathalidine 
and 33 were given neomycin-oxytetracycline for 
bowel preparation. A cleansing tap water enema was 
given 24 hours preoperatively and stool specimens 
were taken for culture. Administration of the selected 
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drug combination was then started and 60 c.c. of 
castor oil were given for catharsis. No attempt was 
made to regulate diet but in most instances a low 
residue diet was prescribed. The neomycin-sulfa- 
thalidine combination was given in the form of 5 
tablets hourly for 4 hours, then 5 tablets every 4 hours 
for 4 more doses. Each dose contained 1 gm. of neomy- 
cin and 1.5 gm. of sulfathalidine. A total of 40 tablets 
containing 8 gm. of neomycin and 12 gm. of sulfa- 
thalidine were administered to each patient. The 
neomycin-oxytetracycline combination was given at 
similar intervals but only 4 tablets were given. Each 
dose contained 1 gm. of neomycin and 200 mgm. of 
oxytetracycline. A total of 32 tablets containing 8 gm. 
of neomycin and 1.6 gm. of oxytetracycline were 
administered. On the morning of operation another 
tap water enema was given and stool specimens were 
taken. Subsequent specimens were taken from the 
lumen of the bowel in 33 cases, either during opera- 
tion or from the surgical specimen under sterile con- 
ditions immediately after operation. All patients re- 
ceived routine prophylactic antibiotics postoper- 
atively, usually penicillin, 600,000 units twice daily 
and streptomycin 0.5 gm. twice daily. 

Specimens, upon receipt at the laboratory, were 
either processed immediately or, if necessary, stored 
under refrigeration. At the time of processing, 1 gm. of 
stool was transferred into sterile saline solution in a 
sterile flask containing glass beads. The flask was 
shaken until a uniform suspension of the material was 
obtained and enough saline solution was added to 
obtain a total volume of 100 ml. Subsequently, serial 
tenfold dilutions were prepared from the material. All 
pretreatment specimens were pour-plated in 5 serial 
dilutions in the range of 10-* to 10-*. Azide blood 
agar was used for the counts of Gram-positive cocci, 
MacConkey’s agar for coliforms and noncoliform 
Gram-negative bacilli, anaerobic agar for Clostridium 
and facultative anaerobes, and Littman medium with 
streptomycin or mycophil agar at pH 4 to 4.5 for 
yeast and yeastlike organisms. This procedure pro- 
vided a total count as well as a check on the types of 
organisms appearing in the plating media. After in- 
cubation periods all plates were counted for the 
appropriate types of organisms. At the end of the 
study, the cases were separated into the two afore- 
mentioned groups according to the combination of 
drugs used. The average counts for pretreatment, 
post-treatment, and surgical specimens were then 
determined for each of the types or groups of orga- 
nisms which could be determined by the procedure 
employed. 

The Gram-positive, Gram-negative, and coliform 
organisms were all reduced very effectively. The total 
anaerobic counts, which were greater than any of the 
other counts, included in addition to the strictly 
anaerobic clostridia many of the facultative anaerobic 
Gram-positive cocci, Gram-negative bacilli, and 
yeasts. Neither combination redyced the clostridial 
counts as effectively as it did the counts of the other 
groups. Absolute sterility of the colon was not accom- 
plished in any case. In most cases the bacterial counts 
were markedly reduced, but growth of all organisms 
did occur to some extent. Three cases demonstrated 
bacterial counts that were approximately the same 
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after the bowel preparation routine as before. These 
cases were explained on the basis that colonic obstruc- 
tion was present in each instance, and it is postulated 
that the drugs did not reach the obstructed segment 
within the 24 hours of preparation in sufficient con- 
centration to reduce the flora. On the basis of this 
study, it would appear that neomycin in combination 
with either sulfathalidine or oxytetracycline offers 
consistently good reduction of colonic flora. In the 
absence of bowel obstruction, there was no evidence of 
toxicity or significant side effects when the recom- 
mended dosage for a 24 hour bowel preparation was 
used. No overgrowth of yeast organisms, noteworthy 
in longer bowel preparation routines, occurred with 
24 hour bowel preparation. Neomycin-sulfathalidine 
and neomycin-oxytetracycline in the manner studied, 
were shown to be equally effective agents for the 
reduction of the colonic flora. 
—Lloyd D. MacLean, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Hepatic Wedge Pressure, Blood Flow, Vascular Re- 
sistance and Oxygen Consumption in Cirrhosis 
Before and After End-To-Side Portacaval Shunt. 
ALAN G. REDEKER, HERMAN M. GELLER, and TELFER 
B. Reyno.ps. 7. Clin. Invest., 1958, 37: 606. 


SURGICAL DECOMPRESSION of the portal system by 
means of splenorenal or portacaval shunts has proved 
an effective treatment for portal hypertension in 
cirrhosis, and has been shown to be remarkably effec- 
tive in the prevention of recurrent varical bleeding. 
Providing such patients have sufficient hepatic reserve 
to withstand the immediate trauma of surgery, there is 
little question that such shunts are indicated, particu- 
larly in view of the known high incidence of repeated 
and frequently fatal hemorrhage in patients with 
cirrhosis who have already had one episode of varical 
bleeding. With improvement in surgical technique and 
selection of patients the previously formidable mor- 
tality from these operations has been greatly reduced. 
Consideration can now be given for so-called ‘‘ prophy- 
lactic shunts” in patients with demonstrable varices 
which have not ruptured. In debating the merits of 
surgery for this last type of patient statistics are 
needed concerning the life expectancy and the proba- 
bility of varical rupture in such patients under con- 
servative treatment, and information is required 
concerning the changes in the hepatic hemodynamics 
and metabolism that might result from the various 
shunting procedures. 

The authors studied 10 patients who had undergone 
an end-to-side portacaval shunt for the relief of portal 
hypertension and cirrhosis. In these patients they 
made preoperative and postoperative comparisons of 
the standard liver function tests and the data ob- 
tainable from hepatic vein catheterization, namely 
hepatic blood flow and oxygen consumption, wedged 
hepatic venous pressure, and sinusoidal hepatic 
vascular resistance. The esophageal varices had been 
visualized by roentgenogram in 7 of the cases and by 
esophagoscopy in three. Bleeding from ruptured 
varices had occurred in all patients except one. In the 
end-to-side portacaval anastomosis the portal venous 


blood is totally diverted from the liver into the inferior 
vena cava and the hepatic stump of the portal vein is 
ligated. Although the end-to-side portacaval shunt is 
eminently satisfactory in the prevention of bleeding 
from esophageal varices, it has the disadvantage of 
markedly reducing the flow of blood to the liver, and 
it may be possible that the reduction in blood flow sub- 
sequently interferes with hepatic regeneration or 
affects other functions that so far cannot be measured. 
Consequently the end-to-side portacaval shunt even- 
tually may prove not to be the best surgical approach 
for the problem of portal hypertension. 

On the other hand, the splenorenal shunt has been 
found by other authors to cause less lowering of liver 
blood flow, probably because of the smaller anasto- 
motic orifice. Pressure in the portal system is seldom 
lowered to the same degree as following the portacaval 
shunt and since the portal vein is still open, some 
portal blood may still perfuse the liver. Unfortunately, 
there is a significant incidence of recurrent varical 
bleeding following splenorenal shunt, presumably 
either because of thrombosis of the anastomosis, or in- 
adequate decompression of the varices. 

In 9 of the 10 patients studied the estimated hepatic 
blood flow fell from 1,490 + 182 ml. per minute to 
800 + 93 ml. per minute, a mean percentage decrease 
of 46 per cent. Hepatic oxygen consumption was 
essentially unchanged after the surgery. Arterial- 
hepatic venous oxygen difference increased, averaging 
3.8 + 0.36 volumes per 100 ml. before and 6.3 + 0.58 
volumes per 100 ml. after the shunt. Wedged hepatic 
venous pressure decreased in every instance, falling on 
the average from 18 + 0.63 to 11 + 0.31 mm. Hg, a 
mean percentage decrease of 38 per cent. The authors 
conclude that the large fall in hepatic blood flow 
after the shunt presumably represents the portal 
component of the preoperative total hepatic blood 
flow. They found that in spite of the large drop in 
flow, hepatic function tests were not significantly 
altered. — Wayne F. Cameron, M.D. 


Primary Tumors of the Liver (Considerazioni cliniche 
ed anatomopatologiche su tre casi di tumore primitivo 
del fegato). L. Ventura and B. Au.isa. Riforma med., 


THE AUTHORS report 3 personally observed cases of 
primary tumor of the liver. Two patients were oper- 
ated upon with a diagnosis of primary tumor of the 
liver and in the third patient the preoperative diag- 
nosis was cancer of the stomach with metastasis to the 
liver. 

All 3 patients had inoperable tumors. Surgical in- 
tervention was performed but all patients died from 
10 to 30 days following surgery. The ages of the pa- 
tients were 66, 50, and 29 years and all 3 patients 
were male. 

The histologic diagnosis was cholangiocellular car- 
cinoma and hepatocellular carcinoma in 2 cases. In 
the third patient, who was 29 years of age, the his- 
tologic picture was very atypical and the lesion could 
not be classified in any of the recorded classifications. 
The authors believe it represents a dysgenic type of 
tumor, probably a group of cells which did not un- 
dergo differentiation during the embryonal period. 

—Lucian 7. Fronduti, M.D. 
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Primary Epithelioma of the Liver in Man; Struc- 
tural Aspects (Les aspects structuraux des epithé- 
liomas primitifs du foie chez Phomme). Louts OrcEL. 
Sem. hop. Paris, 1958, 34: 15. 


AN ANATOMIC study of 21 hepatomas, 3 cholangi- 
omas, and 2 hepatocholangiomas, all malignant, 
showed that the macroscopic distinction between 
massive and nodular tumors is artificial. In reality 
large neoplastic masses arise on the basis of con- 
fluence of many smaller ones as shown by the distinct 
lobulation of the tumors. Cirrhosis, which is associated 
with 86 per cent of the cases of liver cancer, varies 
in ‘vpe, but is generally macronodular. 

The sclerotic lesions of hepatitis associated with 
primary epitheliomas of the liver could be divided 
into two categories: (a) secondary reactive sclerosis, 
perineoplastic, or interwoven with the tumor and (b) 
true cirrhosis, nodular and diffuse, that precedes can- 
cer chronologically. The regenerated cirrhotic nodules 
together with all tissues composing this segment ap- 
peared to be particularly predisposed to cancer. The 
concept of zones of cancerization was applicable to 
tumors without cirrhosis that were initially localized 
in the periportal or paraportal regions. 

Histologic and histogenetic analysis points to a 
common origin of hepatoma and malignant cholangi- 
oma which may be found in the same tumor. The 
appearance of epithelial tumors of the liver is con- 
nected with the phenomena of metaplasia under ab- 
normal biologic conditions. 

Contrary to certain classic data, metastases and 
particularly portal venous extensions of hepatomas 
are frequent. 

True unity in the evolution of the neoplastic 
process of hepatobiliary tumors may be established if 
it is assumed that zones of cancerization in the liver 
and biliary passages may lead to various types of can- 
cer, i.e., cancer confined to a lobule, extrahepatic 
cancer, or a number of other combinations. 

— Sidney Smedresman, M.D. 


Clinical and Pathophysiologic Considerations in 
Agenesis of the Gallbladder (Klinik und patho- 
physiologische Bedeutung der Gallenblasenagenesie). 
W. Haac and E. Wacner. Chirurg, 1958, 29: 103. 


ALtHouGH the biliary system is quite commonly the 
site of congenital anomalies that are often of great 
clinical and surgical importance, complete agenesis 
of the gallbladder is relatively uncommon. The condi- 
tion has been recognized since the days of Aristotle 
but there have been only 118 cases reported in the 
literature including the case of the authors. Since the 
gallbladder arises in the embryologic state as an out- 
growth of solid endothelial cells which later, about the 
seventh week, must become recanalized, one can 
understand the occurrence of agenesis and might ex- 
pect it to be more frequent than reported. 

lhe reports in the literature consist almost entirely 
of isolated cases, but from these reports the authors 
were able to gather certain observations of clinical 
importance. They found that in a good many of the 
cases the patients eventually were operated upon 
because of obstruction of the common duct which was, 
at times, brought on by the presence of stones within 
the common duct. This, they point out, shows that 
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stones can form in the common bile duct after chole- 
cystectomy. In the autopsy cases, the incidence in the 
male was about the same as in the female. However, 
in the surgical cases, the ratio of men to women was 
2 or 3 to 1. Severe symptoms including jaundice were 
found, however, in the absence of stones. This jaun- 
dice, they felt, was due in these cases to pancreatitis. 
It is apparent that some people have a congenital 
absence of the gallbladder without clinical symp- 
toms. Other people have no symptoms following 
cholecystectomy. In each of these groups, there are 
a number of patients in whom there is no unusual 
dilatation of the common bile duct. Hence, the 
authors suggest that “re-education” of the sphincter 
of Oddi may be as important as dilatation of the com- 
mon bile duct in compensating for the absence of the 
gallbladder. 

Their patient was a 57 year old woman who was 
taken to the operating room with a preoperative diag- 
nosis of nonfunctioning gallbladder that in all proba- 
bility contained stones. At operation, however, no 
gallbladder was seen. An operative cholangiogram 
was made which revealed a dilatation of the common 
bile duct and a much greater dilatation of the hepatic 
duct, but a narrowing of the portion of the common 
bile duct passing through the pancreas. A chole- 
dochoduodenostomy was carried out and a T tube 
placed in the common duct. This tube was left in place 
for 26 months, during which time several cholangio- 
grams were made. They showed a progressive return 
of the biliary tract to a normal size. Twenty-six 
months after operation, the patient was eating an un- 
restricted diet and was free of symptoms. The authors 
stress that if a gallbladder cannot be found at opera- 
tion, the possibility of congenital absence or of an 
intrahepatic gallbladder must be considered. These 
conditions may not be visualized in the cholangio- 
gram if the cystic duct is locked by a stone. It is felt 
that the symptoms occur either because of stones in 
the common duct or the development of partial ob- 
struction due to pancreatitis. Treatment need not be 
as radical as carried out by the authors, ie., a 
choledochojejunostomy. They suggest that perhaps 
a sphincterotomy would be adequate and also sug- 
gest placing a T tube in the common duct with the 
thought of leaving it in place for a long period of time. 
They refer to cases in which this has been done and 
the tube left in place for as long as 2 years. 

. —Robert C. Combs, M.D. 


The Question of Cholelithiasis in Children (Zur 
Frage der Cholelithiasis im Kindesalter). D. FREupE. 
Rol. Chir., 1958, 83: 225. 


THE comPLexity of the diagnosis of cholelithiasis is 
well known to most physicians. The diagnosis of gall- 
stones is a common one and expected in older patients 
but not in those under 35 as a general rule. Yet there 
is sufficient evidence to show that in any child with 
upper abdominal pain the possibility of acute cholecys- 
titis and especially that of gallstones with acute chole- 
cystitis has to be seriously considered and every effort 
made to rule out this entity. The author reports the 
following case in a 10 year old girl. 

The family history. Her grandfather’s death was due 
to tuberculous laryngitis. One brother had pulmonary 
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tuberculosis. The child’s mother had gallbladder dis- 
ease with stones and had been operated upon in 1948. 

Past personal history. The child’s birth was un- 
complicated. She had a questionable abdominal ty- 
phus in 1947, chickenpox in 1948, and scarlet fever or 
scarletina in 1951. In 1952 she had measles, followed 
in the same year by a tonsillectomy. In 1954 the child 
had diphtheria, and whooping cough in 1956. For the 
first time, in 1954, she complained of pain and dis- 
comfort in the upper abdomen. The pain remained 
stationary and was present for a period of about 6 
weeks, During 4 weeks of this period colic was an out- 
standing symptom. It was at this time that the first 
evidence of jaundice was noted in the patient’s scleras. 
She was later dismissed from the hospital with instruc- 
tions for a special diet and the application of moist 
warm packs to the upper abdomen. 

Present illness. The child was obviously ill, and was 
vomiting bloody mucus. There was no evidence of 
exanthema or of edema. No icterus was noted. There 
was no evidence of cardiac insufficiency. The blood 
pressure was 90/50. Superficial examination of the 
abdomen was negative except for the upper mid- 
abdomen where there was diffuse tenderness. The 
liver, gallbladder, and the other abdominal organs 
were not palpable. The tentative diagnosis was: (1) 
gallstones (?) or (2) gastritis (?). 

Laboratory examination revealed: hemoglobin 88 
per cent, erythrocytes 4.06 million, leucocytes 9,400 
with a normal differential count. The sedimentation 
rate was 8 mm. in 22 minutes. Urinalysis was negative 
except for a mild positive test for bilirubin, and micro- 
scopic examination of urine was negative except for a 
few epithelial cells and some mucus. Liver function 
tests included the cephalin flocculation test which was 
negative; thymol turbidity was negative. Diastase was 
over 100 mgm. per cent, bilirubin .67 mgm. per cent, 
albumin 7.19 per cent, globulin 1.24 per cent. Total 
serum protein was 8.43 and cholesterol 174.6 mgm. 
per cent. The chest roentgenogram was essentially 
negative. There was no evidence of gallstones on a flat 
roentgenogram. An upper gastrointestinal series re- 
vealed some thickening of the gastric mucosa and 
hypersecretion. There was no evidence of ulceration. 
Roentgenograms were made with the use of bili- 
graphin which showed evidence of nonopaque stones. 

Following the examination the patient was sched- 
uled for operation. With the patient under general 
anesthesia, an upper abdominal incision was made 
and examination revealed some adhesions around the 
distal stomach and in the area of the gallbladder. 
Careful examination was made of the common bile 
duct. There were no stones and no evidence of en- 
largement. The gallbladder was removed and was 
found to contain numerous small stones and seven 
large faceted stones. Histologically there was evidence 
of chronic cholecystitis and pericholecystitis with 
thickening and hyperactivity of the mucosa. Lympho- 
cyte infiltration was seen within the wall. Bacterio- 
logically a Staphylococcus albus type of organism was 
recovered. 

The author made a careful search of the literature 
beginning in 1906 for other articles relative to this 
matter, especially on the symptoms, differential diag- 
nosis, and therapy in young individuals. Evidence was 


found that gallstones have been diagnosed and dem- 
onstrated in infants as young as 2 months although in 
at least one case there was evidence of associated 
dystrophic disease of the pancreas. The author has 
concluded that cholecystitis with or without chole- 
lithiasis must be considered in the symptomatology and 
differential diagnosis in children at any age. 
— Walter L. Byers, M.D. 


Gallstone Ileus in the Absence of Biliary Fistula, 
Donatp G. Mutper and Prerce J. Fiynn. Arch, 
Surg., 1958, 76: 530. 


AN UNUSUAL CASE of an acute gallstone ileus in an 
elderly woman that occurred in the absence of a 
fistulous communication between the biliary and the 
intestinal tract is presented by the author. In this case 
the gallstone represented a late complication of a 
gastric resection with a Billroth II type of gastro- 
jejunostomy, the stone having formed and enlarged in 
the blind duodenal stump. 

Acute intestinal obstruction was due to impaction 
of the gallstone in the intestinal lumen, one of the 
more uncommon causes of acute intestinal obstruc- 
tion. Almost without exception this is the result of a 
spontaneous internal biliary fistula, occurring fre- 
quently between the gallbladder and the duodenum. 
Only 2 other cases have been presented in the litera- 
ture in which a gallstone ileus occurred in the absence 
of a previous communication between the intestine 
and the biliary tree. 

As soon as the diagnosis of obstruction is clearly 
established, an immediate laparotomy is indicated. At 
operation the obstructing stone rests most frequently 
in the terminal ileum, although it can be lodged in 
other sites of the intestine. It has been advised by 
some surgeons that the stone should be milked 
proximally into the dilated bowel, where a longi- 
tudinal enterotomy with extrusion of the foreign body 
can be performed. Some surgeons feel that this is 
often not technically possible, or that it is unwise to 
render additional trauma to the bowel by such 
manipulation, and that enterotomy over the im- 
pacted stone should be performed. Following enterot- 
omy, a transverse, two-layer closure of the longi- 
tudinal incision is preferable. 

—John E. Karabin, M.D. 


The Effect of Antibiotic Agents on Residual Biliary 
Infection. WALTER E. CarRIGAN and Joun M. Mc- 
Gowan. Surgery, 1958, 43: 465. 


A stupy of bacteria from the common duct bile in 60 
patients requiring T-tube drainage after biliary sur- 
gery and cholecystectomy is presented. The types of 
organisms cultured from the common bile, collected 
postoperatively from the patients by T-tube drainage, 
were tabulated in their order of frequency. The ma- 
jority of the bacteria were probably of intestinal origin, 
and of this group the Escherichia coli and Clostridium 
welchii appeared to be strongly pathogenic in the 
biliary tree. In cases in which pathogenic bacteria 
were found in the bile there was definitely a disturb- 
ance of the biliary dynamics in that the intrabiliary 
pressure increased in the presence of pathogenic bac- 
teria. As the biliary dynamics returned to normal, 
the bacteria disappeared in the bile. It was evident to 
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the authors that infection within the biliary tree played 
a predominant role in biliary pain suffered by pa- 
tients after removal of the gallbladder. It was their 
impression that this biliary pain was due to residual 
infection in the small radicals of the biliary tree. 

The signs of residual biliary infection disappeared 
gradually on prolonged common duct drainage with 
a T-tube. Streptomycin injected into the T-tube 
speeded up resolution of the residual biliary infection. 
The biliary dynamics returned to normal much earlier 
in the cases receiving streptomycin than in the con- 
trolled cases, which allowed earlier removal of the T- 
tube. Terramycin, administered orally, also proved 
as efficacious as streptomycin in speeding the resolu- 
tion of residual biliary infection. 

It was pointed out by the authors after a review of 
the literature, that there was an indication that bac- 
teria in the common bile duct were found more often 
in the presence of stones. Stones form when the chemi- 
cal constituents of bile can no longer be held in solu- 
tion. Precipitates occur in the bile when the bile acids 
are split by bacteria and can no longer perform their 
function of keeping the chemicals in solution. This 
process is reversed by a new synthetic choleretic agent 
(zanchol.) This choleretic agent brings about marked 
and apparently beneficial changes in the characteris- 
tics of T-tube bile in a matter of one to 4 days. The 
T-tube bile in the average case of residual biliary in- 
fection is canary yellow in color and contains a great 
deal of sediment consisting of bilirubin crystals, bac- 
teria, and, at times, pus. After 24 hours of oral ad- 
ministration of zanchol the bile becomes a brilliant 
green in color and more transparent. The sediment 
gradually disappears, so that after 5 days no sediment 
can be found on microscopic examination of centri- 
fuged specimens of T-tube bile. This characteristic of 
this choleretic in putting precipitates in solution should 
be of value in eliminating bacteria from the bile ducts. 

—John E. Karabin, M.D. 


Biliary Tract Surgery in Retrospect. ALEx Cass, KEN- 
NETH Gass, and JoHN Smytu. Austral. N. Zealand F. 
Surg., 1958, 27: 193. 


From 1951 to 1956, 180 operations on the biliary 
tract were performed in the senior author’s unit at 
the Royal Newcastle Hospital in Wales with an over- 
all mortality rate of 1 per cent. Twelve per cent of the 
operations were for acute complications which were 
subdivided into ‘“‘acute compulsory” and “acute 
elective.” Choledochostomy was performed in 35 per 
cent of the series and stones were found in 60 per 
cent of the ducts opened. The second part of the 
report is based on a follow-up study of surgery of the 
biliary tract which was performed in their hospital 
from 1944 to 1955. A 93 per cent follow-up was 
recorded on 1,024 patients. Information obtained 
in the survey suggested that there is no intermediate 
stage between fatty dyspepsia and biliary colic, and 
showed that fatty dyspepsia is about as common with 
peptic ulcer as with disease of the gallbladder. 
Postoperative biliary colic plus jaundice totaled 
44 or 4.5 per cent of the total 951. Operative cho- 
langiography was judged to be about 90 per cent 
accurate in the diagnosis of calculi and it is suggested 
that a German endoscopic instrument for examining 
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bile ducts may be the answer to this problem. Statistics 
from the authors’ hospital indicate that the danger 
of cancer of the gallbladder in patients with symptom- 
less gallstones is 1/132 at age 45, 1/264 at age 60, 
and 1/500 as the patient nears age 70. The chance 
of symptoms developing in a female with symptomless 
gallstones is 1/2 at age 40 and 1/4 at age 60. 

Since their survey shows persistent postoperative 
dyspepsia in two-thirds of the patients with pre- 
operative biliary colic and dyspepsia, the authors 
believe the concept of a postcholecystectomy syn- 
drome is both difficult and confusing. 

Trustworthy indications for biliary surgery are 
biliary colic, obstructive jaundice, and acute chole- 
cystitis; less trustworthy indications are dyspepsia, an 
irrelative “positive”? Graham’s test, incidental gall- 
stones found at laparotomy, and the fear of cancer. 
This study confirms the very old idea that the patient’s 
history isimportant. | —Gilbert S. Campbell, M.D. 


Duodenal and Pancreatic Injuries (Les plaies duo- 
déno-pancréatiques; a propos de 17 observations en 
pratique de guerre). DELom, Marre, and Hervé. 7. 
Chir., Par., 1958, 75: 248. 


Tue 17 cases of pancreatic and duodenal injuries re- 
ported represent 2.5 per cent of 675 surgically treated 
abdominal wartime injuries. Because of the anatomi- 
cal position and character of the pancreas and duo- 
denum, injuries of these organs are rather rare, but 
their occurrence represents a grave situation and the 
therapy is technically difficult. 

Peritoneal reactions due to escaping intestinal con- 
tent are characteristic of duodenal injuries and may 
lead to generalized peritonitis. Hemorrhage is the 
primary manifestation of pancreatic injuries and 
hemostasis is the first therapeutic objective. A true 
acute hemorrhagic pancreatitis may be simulated in 
some cases. After the patient struggles through the 
acute stage, pancreatic abscesses secondary to 
hematomas or around foreign bodies (projectiles) 
may develop, or pseudocysts and pancreatic fistulas 
may be the sequelae. 

The technical problem of therapy and the severity 
of pancreatic and duodenal injuries often are ag- 
gravated by associated thoracic, abdominal, or 
vertebral injuries. Pulmonary, pleural, diaphrag- 
matic, and thoracoabdominal injuries were seen. In 
the 17 cases discussed there were 8 injuries of the liver, 
3 of the biliary tree, 2 of the spleen and hilus, 6 of the 
stomach, 2 of the small intestine, 7 of the transverse 
colon, and 6 of the mesentery. 

To ascertain whether or not a pancreaticoduodenal 
injury has occurred, the trajectory of the missile 
should be reconstituted. If the path, with or without 
a foreign body present, is situated close to the first 
lumbar vertebra, a pancreatic or duodenal injury is 
suggested. Bile-stained drainage is highly suspicious. 

On exploration of the abdominal cavity edema, 
emphysema, and bloody infiltration of the retroperi- 
toneal space should be looked for. Equally important 
findings are Winiwarter’s “greenish spots’ due to bile 
discoloration and “‘soapy”’ flakes caused by pancreatic 
digestion. 

The treatment of duodenal injuries in general fol- 
lows that of the rest of the small bowel; it must neces- 
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sarily be adapted to the particular anatomical situa- 
tion of the duodenum. A two layer closure of a lacera- 
tion should be accomplished perpendicular to the 
duodenal axis. When the posterior wall of the duo- 
denum is injured, drainage of the retroduodenal area 
is indicated. Because of infiltration of this area by 
blood and duodenal content, anatomical dissection 
will be difficult and sutures will tend to cut through 
the tissues. Total duodenal disruption will neces- 
sitate end-to-end anastomosis, which always presents 
technical problems. There is not enough bowel to 
work with and it is of poor quality. If too much of the 
duodenum is resected the anastomotic line will be 
disrupted. Fistulization, life-endangering infections, 
and secondary stenoses are not rare. 

Complications may be prevented by several addi- 
tional therapeutic methods. Duodenal aspiration with 
the tube placed at the ligament of Treitz and gastro- 
enterostomy are helpful procedures. Even though the 
opinion is expressed in the literature that the opera- 
tion for the primary injury is prolonged and com- 
plicated by an additional gastroenterostomy, it should 
be utilized in extensive injuries and total transections 
of the duodenum or when the anastomotic repair is 
stenotic. The authors extend the indication for in- 
juries of the posterior duodenal wall. 

The following anastomotic techniques for repair of 
duodenal injuries were suggested: (a) end-to-end 
duodenojejunostomy, (b) end-to-end duodenoje- 
junostomy and gastroenterostomy, (c) end-to-side 
duodenojejunostomy, (d) side-to-side duodenoje- 
junostomy either to the right or left of the mesenteric 
vessels, (€) gastroenterostomy with interruption of 
gastroduodenal continuity in injuries above the pa- 
pilla of Vater, and (f) side-to-side duodenojejun- 
ostomy with interruption of the duodenojejunal con- 
tinuity in cases in which the injury is below the papilla 
of Vater. 

The principle of therapy for all injuries to the pan- 
creatic parenchyma is suture. The authors use catgut 
and avoid cutting through the parenchyma. Two 
supplementary precautions are mentioned, namely, 
drainage and exclusion of the sutured area. Similar 
measures are used for penetrating injuries of the pan- 
creas. Foreign bodies are removed if it is judged that 
no more parenchymatous damage will be caused by 
such an attempt. 

Tamponade of a shattered, necrotic, or hemor- 
rhagic pancreatic mass is the treatment of choice. In 
case of total transection of the duct of Wirsung, suture 
of the duct with closure of the raw parenchyma will 
commonly result in breakdown, fistula, and par- 
enchymatous necrosis. The better course is complete 
excision of the distal detached fragment. 


In the 17 cases recorded, recovery followed in 48 
per cent. Chronic pancreatitis and its nutritional 
sequelae must be looked for in the surviving patients. 

—Karel B. Absolon, M.D. 


Treatment of Pancreatitis by eee. HEnry 
DovusiLet. Am. Surgeon, 1958, 24: 205. 


ON THE Basis of an experience with 500 cases of per- 
sistent recurrent attacks of pancreatitis treated by 
sphincterotomy, the author summarizes his rationale 
of treatment and results. The operation is based upon 
the premise (1) that the biliary and pancreatic ducts 
join above the papilla of Vater, (2) that increased 
tonicity of the sphincter of Oddi converts these ducts 
into a common passageway, and (3) that section of 
the sphincter will halt the progress of the disease by 
preventing further reflux of bile into the pancreatic 
duct. 

Doubilet says that a common passageway is always 
present in recurrent pancreatitis, that spasm of the 
sphincter body results from emotional disturbances, 
exhaustion, or as a reflex from pain produced by 
stones or other cause. Sphincterotomy abolishes spasm 
and hence pain due to biliary distention and attacks of 
inflammation due to reflux of bile also cease, and with 
stoppage of the progress of the disease the pancreas 
can undergo regeneration over a period of 0.5 to 2 
years, as evidenced by histological and secretory tests. 
Direct measurement of the intraductal pressure shows 
that rises due to reaction to pain, emotion, drugs, or 
acid are abolished following sphincterotomy. The 
sectioned sphincter remains retracted over a period of 
years. Since the duodenal muscular wall is not injured, 
reflux from the duodenum does not occur. 

The author reports that 90 per cent of the patients 
have good results as evidenced by relief from pain, 
weight gain, and return to work. Most failures occur 
in chronic alcoholics. The treatment is of use in pan- 
creatitis, acute cysts, pseudocysts, and fistulas. In addi- 
tion, it is sometimes necessary to remove an obstructing 
stone from the pancreatic ducts directly, to resect the 
pancreatic tail, or perform pancreaticocaudal-jejunos- 
tomy. The author thinks that it is necessary to place 
these patients on a low fat and alcohol free diet for a 
couple of years until pancreatic regeneration occurs. 
In cases of multiple partial obstruction of the duct of 
Wirsung, the author recommends sectioning of the 
pancreas distal to the ligament of Treitz with elevation 
of a Roux en Y loop of jejunum and anastomosis of 
both sides of the sectioned pancreatic duct to this 
jejunal loop. This avoids the necessity of dissection in 
scar tissue, splenectomy, and, in addition, salvages 
the many islet cells present in the pancreatic tail. 

—Hermes C. Grillo, M.D. 
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Genital Prolapse Following Hysterectomy (Les pro- 
lapsus génitaux apr’s hysterectomie). F. 
Ci. Houparp, and P. Bausion. Sem. hép. Paris, Ann. 
chir., 1958, 12: 281. 


GENITAL PROLAPSE following hysterectomy is a rela- 
tively rare complication. The authors do not agree 
that colpocleisis is the only cure for the problem. They 
have reviewed a series of 24 cases coliected from two 
Paris hospitals. 

In 17 cases prolapse followed subtotal hysterectomy 
and in 7 it followed total abdominal hysterectomy, 
but the type of hysterectomy did not seem to alter the 
clinical picture. The patients were divided, according 
to symptoms, into three groups: 

Group 1. Prolapse without descent of the vaginal 
vault (8 cases). 

Group 2. Prolapse of the cervical stump or the 
vagina (13 cases). 

Group 3. Prolapse associated with an enterocele 
(2 cases). 

Colpocleisis was performed in only 5 older poor 
risk patients; all the other procedures resulted in a 
functioning vagina. 

The surgical procedure employed depends upon 
the mechanism of the prolapse, whether it is due to 
propulsive forces or to lax muscles of the pelvic floor. 
If the two mechanisms exist together, combined ab- 
dominal and vaginal treatment is indicated. 

In group 1, colpoperineoplasty was used with good 
results in 5 cases. In groups 2 and 3 the abdominal 
approach for suspension of the vaginal vault or the 
cervical stump followed by colpoperineoplasty was 
successful in 7 cases. The obliteration of the Douglas’ 
pouch was carried out when indicated. 

Sixteen of 19 patients were treated successfully for 
genital prolapse following hysterectomy using sur- 
gical methods which resulted in a functioning vagina. 
It is the authors’ belief that colpocleisis is only in- 
dicated in very old or poor risk patients. 

—Jules E. Leclerc, M.D. 


The Fate of Women with Positive Cervical Cytology. 
James Henry Fercuson and Harvey Lozman. South. 
M. 1958, 51: 296. 


THE AUTHOR relates the establishment of a positive 
cytology registry and accounts for the completed fol- 
low-up of 85 women. There were 169 positive smears 
among 5,473 examinations made between March, 
1952 and July, 1955. Among the 85 cases, 35 of the 
smears were designated as “‘slightly suspicious” (Papa- 
nicolaou grade 2), 26 as “‘suspicious” (Papanicolaou 
grade 3), and 20 as“ highly suspicious” (Papanicolaou 
grade 5). 

One-third of all the patients with positive smears 
were 30 years old or younger, 37 years was the average 
age for those with intraepithelial carcinoma, while 47 
years was the average age for those with invasive car- 
cinoma. In 1956 one positive smear was found among 
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every 35 cases studied. There was no significant race 
distribution. 

Forty-three of the 85 women had false positive tests, 
falsely positive in the sense that no cancer had devel- 
oped by August, 1956. Thirty-nine of 85 positive tests 
reverted to negative without hysterectomy or radiation 
therapy. Twenty patients had no treatment and 14 of 
39 were evidently cured by cone biopsy and fractional 
curettage of the cervix and uterus. Four were lost to 
follow-up and one patient had punch biopsy. (Per- 
manence of the reversed finding will be revealed at a 
later time.) 

There were only 6 nulligravidas among the total 
169 patients with positive cytologic cells. There are 
not enough cases as yet to arrive at conclusions con- 
cerning spontaneous regression of abnormal cells after 
pregnancy is over. It is suspected that there are more 
abnormal cells from pregnant females than from non- 
pregnant females in comparable age groups. 

Seventy-six of the 85 patients are living today. The 
longest period of follow-up was 3 years. The average 
was 31 months. —Stephen W. Carveth, M.D. 


Benign and Malignant Mesonephric Lesions of the 
Cervix. ABRAHAM MackLes, SAMUEL A. WoLrFE, and 
Irwin Netcus. Cancer, 1958, 11: 292. 


PERSISTENCE of remnants of the mesonephric duct in 
the vagina and cervix has been known for many years. 
In several articles written between 1900 and 1909 
Meyer demonstrated that such structures are found 
in approximately 20 per cent of adult cervices. These 
are usually unilateral. Both benign and malignant 
lesions have been reported arising from mesonephric 
ductal remnants. A review of the literature reveals 
these lesions to be rare. It is difficult to prove that the 
lesions originated from such remnants in some of the 
cases. 

In briefly reviewing the anatomy, the authors state 
that the mesonephric duct, when present, enters the 
cervical wall from the parametrium at about the level 
of the internal os. In the lower part of the supra- 
vaginal cervix the duct dilates to form an ampulla. It 
then turns laterally to terminate in the cervical wall 
as tubules or canaliculi. There is a single row of 
columnar cells as a lining epithelium. 

The author classifies these lesions into 2 large 
groups. The first group consists of lesions arising from 
the persistent remnants of either the main meso- 
nephric duct, its primary branches, or its terminal 
tubules. This includes such lesions as: 

1. Cysts 

2. Adenomatous hyperplasia 

3. Papillary adenoma 

4. Tubular adenocarcinoma 

The second group consists of lesions arising from the 
embryonic source tissue which ordinarily forms the 
mesonephros or metanephros. This includes (1) those 
adenocarcinomas simulating mesonephroma ovarii 
(described by Schiller) and (2) adenocarcinomas of 
the pale cell type. 
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TABLE I.—THE RESULTS IN PREINVASIVE AND EARLY INVASIVE CARCINOMA 


—Macroscopic__ 
No. Per cent 
Stage I examined. ve 35 
False negative................. 5 (14.4) 
Preinvasive carcinoma.................. a7 
Preinvasive Stage I............. eee 73 


The authors present a case report of each type of 
lesion except the cysts under the first group. It was 
felt the first group of lesions arose from persistent 
remnants of Gartner’s duct. The second or mesoneph- 
rotic group must have been transferred to the cer- 
vix and vagina via the miillerian or mesonephric 
ducts. 

The authors believe that these mesonephric lesions 
can be diagnosed only histologically. The 3 malignant 
lesions ran a relatively benign course and proved to be 
markedly radiosensitive. 

—Stephen W. Carveth, M.D. 


The Early Diagnosis of Carcinoma of the Cervical 
Portio; Results Obtained During a 5 Year Period 
(Ueber die Frueherfassung des Portiokarzinoms; Er- 
gebnisse aus einem Zeitraum von 5 Jahren). Wotr- 
GANG Watz. Geburtsh. G Frauenh., 1958, 18: 243. 


THE AUTHOR reports on the detection of portio car- 
cinoma in a moderate-sized hospital. Because of lim- 
ited facilities and time, only gynecologic outpatients 
with leucorrhea, irregular bleeding, or macroscop- 
ically suspicious lesions, and all inpatients were evalu- 
ated. A total of 3,204 patients were studied in the 
period from July 31, 1951 to June 16, 1956. Cytology, 
colposcopy, colpomicroscopy, and biopsy were uti- 
lized. In spite of the obvious selection of patients, the 
results compare favorably with those reported for 
routine serial investigations of all patients seen. 

An attempt was made to examine each patient in 
the present series by colposcopy and cytology. Acetic 
acid to increase detail, a green filter to study blood 
vessel formation, and the Schiller test were included 
in each colposcopic examination. Cytologic smears 
included cells from the lower genital tract and cells 
scraped from the portio. Colpomicroscopy was carried 
out if, (1) there were any abnormal colposcopic or 
cytologic findings; (2) a transformation zone (ele- 
ments of glandular epithelium in squamous epitheli- 
um in the form of gland islands, gland openings or 
nabothian cysts) had been observed by colposcopy; 
(3) true erosion (loss of surface epithelium) was de- 
tected; or (4) there was any obscure colposcopic find- 
ing. The advantage of colpomicroscopy lies in its ex- 
treme magnification (120 to 200 times) of stained 


— Colposcopy — — Cytology — ~Colpomicroscopy_ 
No. Per cent No. Per cent No. Per cent 
3,183 2,826 1,521 
285 (8.9) 169 (5.3) 104 (3.7) 
28 29 24 
(95.6) 26 (89) 23 (95.5) 
1 (4.4) a (11) 1 (4.5) 
11 11 10 
10 = (90.9) 10 (90.9) 8 (80) 
1 (9.1) 1 (9.1) 2 (20) 
26 26 22 
17 (65.4) 21 (80.8) 21 (95.5) 
9 (34.6) 5 (89.2) 1 (4.5) 
65 66 56 
54 (83) 57 (86.3) 52 (92.4) 
11 (17) 9 (3.7) 4 (7.6) 


cells in vivo in their natural state. Nuclear changes are 
detectable. The method refines colposcopy and even 
further delineates the site for biopsy. 

Of the 3,204 patients, 3,183 (99.3 per cent) were 
examined by colposcopy, 2,826 (88.2 per cent) by 
cytology, 1,526 (47.5 per cent) by colpomicroscopy 
and, 228 (7.1 per cent) by biopsy. Eighty-eight cases 
of invasive carcinoma (2.7 per cent) were discovered, 
27 cases of preinvasive carcinoma (0.8 per cent), and 
14 cases of both “increased atypical” and “restless” 
epithelium (0.45 per cent). Atypisms including in- 
vasive malignancy therefore totalled 145 cases, or 4.2 
per cent. 

The accompanying table summarizes the results in 
preinvasive and early invasive carcinoma by the 
various methods utilized. Needless to say, the most 
efficient detection program utilizes as many meth- 
ods as possible since each technique has its short- 
comings. 

With degrees of atypism less than preinvasive car- 
cinoma, the author found colpomicroscopy to be the 
most efficient method of diagnosis with correctness 
varying from 83.3 to 100 per cent. Gross inspection 
varied from 20 to 33.3 per cent, colposcopy from 35 
to 40 per cent, and cytologic examination from 6.7 to 
53.3 per cent. 

Since the introduction of the combined diagnostic 
techniques, the author has discovered an increasing 
number of cases of preinvasive carcinoma and of 
stage 1 carcinoma of the cervix (from 23.5 to 52.3 per 
cent). The number of the cases of advanced carci- 
noma has decreased accordingly. 

— Warren R. Lang, M.D. 


Primary Treatment of Carcinoma of the Cervix. 
CarLo VALENTI and JAaMEs A, CorscaDEN. Obst. Gyn., 
1958, 11: 303. 


THIRTY-FIVE (60.5 per cent) of 58 patients referred 
to the authors’ clinic and treated by radium, external 
x-radiation, or a combination of the two received in- 
adequate doses, and 18 (31 per cent) were treated 
adequately. In some of the 35, intracavitary radium 
or external x-ray therapy was given efficiently, but 
without the necessary supplementary application of 
the other modality. 
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External x-ray therapy generally was administered 
by good techniques. However, in the 18 instances in 
which external x-ray was the only treatment given it 
appeared that there was no co-ordinated attack on 
the disease and the authors considered these cases as 
having been inadequately treated. 

Cases treated surgically were, with one exception, 
well managed if the correct preoperative diagnosis 
had been made. In the 14 in which the diagnosis of 
carcinoma was overlooked during an operation for 
some other condition, the treatment was obviously 
inadequate. 

The cause of the inferior radium technique, as re- 
vealed in conversations of the authors with various 
therapists during this study and from other observa- 
tions, seems to be an indifference or even antagonism 
toward radium and also a considerable degree of 
ignorance. Many operating gynecologists regard 
radium as something of a competitor. In the extreme 
case it has been eliminated entirely. Radiologists 
similarly regard radium in a secondary light because 
of the surgical, anatomic, and pathologic problems 
involved in its administration. 

The authors believe that to achieve excellence in 
radium technique the first step is to make a firm 
decision as to whether or not radium is to be used. 
Second, if it is admitted to the armamentarium, the 
next obvious step is to see that it is given properly. 

Radium will continue to be actively used. From 
8,000 to 10,000 roentgens can be delivered to the 
tissues about the uterus with radium by the cavitary 
or interstitial technique, and many more to the cervix 
itself, with a relatively low incidence of intestinal and 
urologic injury. The importance of the intratumor 
radiation therefore seems obvious. 

Good techniques are best established by deputizing 
a member of an organization and giving him the 
responsibility and authority for developing such tech- 
niques. —E. Elliott Lazarus, M.D. 


Conservation of Ovarian Tissue in the Treatment of 
Carcinoma of the Cervix with Radical Surgery. 
Mitton L. McCatt, Evten C. Keaty, and Joun D. 
Tuompson. Am. 7. Obst., 1958, 75: 590. 


THE AUTHOR attempts to determine if complete 
castration is necessary in treating cancer of the cervix. 
The study presents preliminary data on 26 women, 39 
years of age or younger, who had their ovaries pre- 
served during radical surgery for carcinoma of the 
cervix. 

The authors briefly review the medical literature in 
reference to the gynecologists’ feeling regarding the 
value of ovarian tissue. The first era began in 1876 
with Batter’s proposal that bilateral oéphorectomy 
was a cure-all for many conditions. The second era 
blossomed over the controversy as to whether or not 
ovarian tissue continues to function following 
hysterectomy. The third era is described as one of ap- 
preciation of the ovary, not only for its reproductive 
importance but for the extra-genital vital metabolic 
role it plays in a well balanced healthy person. 

The study was carried out on 26 women as stated. 
All had squamous cell lesions. There were 18 with 
lesions in stage 1, 2 in early stage 2, and 6 in stage 0. 
The latter group was included in this study but not 
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the long term study of survival. The subjective evalua- 
tion was based on the following questions: (1) Do you 
have hot flashes? (2) Have you been having regular, 
normal sexual intercourse? (3) Are you as strong 
physically as before operation? The objective evalua- 
tion was based on (1) the appearance and contour of 
the vagina, (2) the length of the vagina, (3) vaginal 
smears for the estrogen effect, (4) follicle-stimulating 
hormone determinations (normal was 6 to 56 mouse- 
uterus weight units per 24 hour urine), (5) estrogen 
determination (normal 10 to 50 ug per 24 hour urine). 
A control series was conducted on 56 women having 
either surgical or irradiation castration for cancer of 
the cervix. 

General observation revealed that on the whole the 
women with retained ovarian tissue were happier 
than the castrated group. The former group com- 
plained less of hot flashes, had more satisfactory sexual 
relations, and revealed better subjective evidence of 
normal physical strength. Objectively there were 
several striking differences. There was a marked con- 
trast between the normal rugous vaginal mucosa of 
the study group compared with the thin atrophic 
mucosa of the castrated group. In the study group 
the vagina was soft and pliable for the most part, 
whereas it was rigid and stiff in the control group. 
Most convincing of the continued presence of normal 
functioning ovary following hysterectomy was the 
follicle-stimulating hormone determinations. In the 
study group they were all normal except one. 

In conclusion, the authors were not able to find 
reports in the literature pertaining to the frequent or 
even infrequent metastasis of cervical carcinoma to 
the ovary. 

There is no direct evidence that ovarian secretions 
in any way limit or influence the growth of early 
squamous cell cancer of the cervix. The authors feel 
that adequate extensive hysterectomy and pelvic 
lymph node dissection can be accomplishe:| and 
ovarian tissue left behind. They believe that the ob- 
jective evidence shows that retained ovaries continue 
to function. Because of the marked difference in 
subjective effects, because of definite evidence of early 
atherosclerotic changes in castrated women, and be- 
cause of the low incidence of the development of 
either benign or malignant neoplasms (6 to 8 per 
1,000), the authors feel they will continue to conserve 
ovarian tissue in these cases. The most important 
question, that of survival, cannot be answered as yet 
because of the small series. There have been no 
deaths among the 26 patients followed up for 1 to 10 
years. — Stephen W. Carveth, M.D. 


Ovarian Function After Combined Surgical and 
Radiologic Treatment of Early Cervical Cancer. 
Cart Kress and N. BLIxENKRONE-M@LLER. Acta. 
radiol., Stockh., 1958, 49: 128. 


IN AN ATTEMPT to preserve ovarian function in the 
young woman who has carcinoma of the cervix and 
is treated by radiation, the authors have devised an 
operation to remove the ovaries from the pelvis and 
thus protect them from the radiation. Prior to radia- 
tion a laparotomy is performed, the ligament of the 
ovary divided, and, taking care to preserve the blood 
supply, the ovary is lifted out of the pelvis and sutured 
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to the parietal peritoneum above the linea terminalis. 
The distance between the cancer of the cervix and the 
lower pole of the ovary was usually 13 to 15 cm. Five 
to 8 days postoperatively, radium or combined radium 
and x-ray therapy was instituted. 

In 6 of 8 women treated by radium alone, ovarian 
function was preserved. On the other hand, inter- 
vention did not result in the preservation of ovarian 
function after combined radium and roentgen ther- 
apy. Neither the intervention nor the preserved 
ovarian function seemed to detract from the results 
obtained by the irradiation treatment of the malig- 
nant condition. 

—E. Elliott Lazarus, M.D. 


EXTERNAL GENITALIA 


Clinical Findings, Treatment, and Cure Rates of 
Vulvar Carcinoma (Klinik, Therapie und Heilungser- 
gebnisse des Vulvakarzinoms). H. WimHGrerR and H. 
Zeitz. Geburtsh. & Frauenh., 1958, 18: 232. 


EIGHTY-FOUR UNTREATED PATIENTS with vulvar and 
urethral carcinoma were seen at the Heidelberg Uni- 
versity Gynecology Clinic in the period from 1935 to 
1951. Seventy-five had vulvar carcinoma and 9 were 
of urethral origin. The common sites of origin, in order 
of decreasing frequency were the labia majora, clitoris, 
the labia minora, urethra, unknown sites, both the 
labia majora and minora, and the posterior com- 
missure. All but 2 of the patients were in the fifth 
decade or later; 31 were more than 60 years of age. 
Twenty-two of the patients complained of pruritus. 
Kraurosis occurred in 17 patients and leucoplakia in 
6. No patient was diabetic. 

The vulvar carcinomas were staged according to 
the method of Huber: 

Stage 1. Freely movable, no larger than 2 cm. in 
diameter; negative groin areas. 


Stage 2. Unilateral or bilateral in extent but still 
limited to the vulva; groin areas negative. 

Stage 3. Extent of stage 2, thickened, yet movable; 
operable groin lymph nodes. 

Stage 4. Extending beyond the confines of the 
vulva, or extent of stage 3 with inoperable lymph 
node metastases; distant metastases. 

The various stages with their 5 year salvage rates 
are presented in table form. The majority of vulvar 
cancers were in stage 2 or 3. 


Stage Number Salvage 
1 13 11 
2 28 15 
3 26 4 
4 8 0 
Urethral 9 7 
84 37 


The treatment of patients with vulvar carcinoma 
varied. Thirty patients were subjected to radical 
vulvectomy with dissection of the inguinal and femoral 
lymph nodes; 18 of these survived for more than 5 
years. In 13 patients, local diathermy was followed 
by inguinal node dissection; 3 survived at least 5 
years. Vulvectomy followed by lymph node irradia- 
tion was performed in 26 patients; 9 lived at least 
5 years. In 3 patients local radium was implanted 
and followed by inguinal adenectomy; none of the 
patients survived. Three patients were not treated. 
The over-all 5 year survival rate for vulvar carcinoma 
was 40 per cent. 

Roentgen therapy is best avoided in vulvar cancer. 
The difficulty in administering adequate dosage, 
necrosis, and tissue atrophy are sufficient to contra- 
indicate its routine use. Radium is of value, however, 
in urethral carcinoma and 7 of 9 patients (78 per 
cent) who were treated with radium survived 10 
— Warren R. Lang, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Uterine Prolapse as a Complication of Pregnancy; 
Case Report and a Review of the Literature. 
M. BennETT Marcus and Murray L. Branpt. West. 
J. Surg., 1958, 66, 90. 


THE AUTHORS present a case of uterine prolapse com- 
plicating pregnancy. Most cases occur in multiparas. 
Complete procidentia is hardly compatible with a full- 
term gestation. The condition has little effect on 
fertility, and pregnancy frequently occurs despite 
marked chronic cervicitis. 

The incidence of this condition is most variable. 
The most reliable study indicates it to be found in the 
ratio of 1 to 3,500 obstetric deliveries. 

Surgical treatment of the prolapsed pregnant uterus 
is not generally required. In recent years the treatment 
of this condition has become conservative, and normal 
spontaneous delivery occurs in the majority of cases. 

The use of a proper pessary decreases cervical edema 
and enhances the likelihood of a normal delivery, thus 
diminishing the necessity for Diihrssen’s incision and 
forceps delivery. 

Surgical correction of the anatomic derangement 
after the postpartum period is the most effective 
therapy. —Charles Baron, M.D. 


The Surgical Management of Fibroids and Preg- 
nancy. Harry A. Lusk. West. 7. Surg., 1958, 66: 86. 


Berore doing a hysterectomy, one should consider the 
question of fertility. Myomas are not dangerous. They 
offer only mechanical and circulatory problems. 
Before elective uterine surgery is done, a few simple 
sterility tests should be made. 

More complications should be expected when preg- 
nancy occurs in a patient with fibroids, i.e., ante- 
partum bleeding, pain, and degeneration. Antepartum 
surgery may be indicated. There will be an increased 
number of operative deliveries. There may be higher 
postpartum morbidity. 

__ The complications can be conservatively countered, 
if the pathodynamics of the tumor are kept in mind. 
—Charles Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


Dangers Attending Elective Induction of Labor. 
Epwarp H. Bisuop. 7. Am. M. Ass., 1958, 166: 1953. 


THE DANGERS ATTENDING elective induction of labor, 
and the importance of the ability and conscience of 
the physician inducing labor are wisely emphasized. A 
series of 325 elective inductions of labor, representing 
20 per cent of the author’s private practice, is re- 
ported. The incidence of the usually quoted complica- 
tions of elective induction was compared with that 
occurring among patients who went into labor spon- 
taneously. These complications appeared to be 
actually fewer among the patients with induced labor 
than among those with spontaneous labor. The method 
of delivery, likewise, was not significantly altered by 
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induction, nor did the fetal complications appear to be 
increased; in fact there were fewer in the elective 
induction groups than in the spontaneous. It is obvious 
that the women delivered by elective induction were a 
highly selected group. The author states that 20 per 
cent probably represents the maximum number. When 
this number is exceeded there is a slight but definite 
increase in the number of complications. 

It is important to set up certain regulations regard- 
ing the conduct of elective induction. First, it is es- 
sential to have adequate and experienced personnel as 
well as adequate facilities available. Second, the 
preparation of the patient for the procedure is of 
utmost importance. Any patient who is not wholly 
agreeable and understanding is not considered satis- 
factory for induction. Third, the patient for elective 
induction should always be multiparous and the 
cervix should be anterior, dilated at least 3 to 4 cm. 
well effaced, and at station minus one or lower. 
Finally, all procedures such as rupture of the mem- 
branes and vaginal examination should be carried out 
under strict aseptic precautions. Membranes should 
be ruptured carefully, the amniotic fluid being allowed 
to drain slowly. When oxytocin is used extreme care 
must be observed at all times. The hospital should use 
a standard diluting technique. The author uses one 
international unit to each 100 c.c. of diluting fluid. 
The intravenous drip is.started slowly and rarely 
should exceed 25 drops per minute. The drip should 
be continued throughout labor and after the third 
stage to reduce the incidence of postpartum hemor- 
rhage. 

Of utmost importance is the attendance of the 
physician. He should be present when the induction is 
started and should be available at all times in the 
hospital. Only with such extreme precautions can the 
procedure be carried out safely. 

— James F. Donnelly, M.D. 


Synthetic and Natural Oxytocins; Comparison of 
Their Effects in Initiating Labor. Rosert H. 
Stewart and Roy M. Stezax. Obst. Gyn., 1958, 11: 
295. 


THE AUTHORS review the 60 years of historical data 
from the discoveries of Oliver and Schaffer in 1895 
to the development of the synthetic oxytocin in 1955 
by Biossonnas in a very interesting fashion. They give 
a simplified diagram of the chemical structure of the 
synthetic oxytocin. 

They describe the results of their animal experi- 
ments with synthetic oxytocin on the vasoconstric- 
tion, antidiuretic effects, and milk injection. 

Their present study is essentially concerned with 
the activity of the oxytocin upom the uterus, and in 
this article they compare the activity of syntocinon and 
pitocin when used for the same purpose. They pre- 
sent tables to show the effects of the oxytocic as well 
as of syntocinon and pitocin on the initiation of labor, 
and diagrammatic curves to show the physiological 
effect of syntocinon upon dilatation of the cervix. 
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The most interesting thing these authors point out 
is that if one analyzes these two drugs critically in the 
2 cases as outlined, all of the indications and contra- 
indications for pitocin exist for the use of syntocinon. 
They conclude that the action of the two medications 
is identical in regard to the onset of regular uterine 
contractions, the effectiveness in the initiation of true 
labor, the duration of labor, and the characteristic of 
labor. 

The authors make the statement that although 
syntocinon contains no vasopressin and the blood 
pressure effects appear to be identical, they believe 
that further study is necessary to evaluate the clinical 
effects of both oxytocics on the blood pressure. 

—Robert 7. McNeil, M.D. 


Delivery in the Physiologic Position. Forrest H. 
Howarop. Obst. Gyn., 1958, 11: 318. 


THE PHYSIOLOGIC PosITION for delivery described by 
the author consists of the squatting position or some 
modification of it. The use of this position for delivery 
in various primitive civilizations is described. Pearl 
Buck and Hazel Lin are quoted as stating that cere- 
bral palsy is rare in China, implying that the position 
of delivery is responsible. Mechanically it has been 
shown that forceps traction required for delivery in 
the horizontal position is 129 per cent of the force re- 
quired for the same delivery with the mother in a 
vertical position. There is also evidence to indicate 
that the efficiency of the abdominal muscles is greater 
with the mother in the vertical position. 

The author reports the use of a table which can be 
elevated to a vertical position with the patient resting 
on knee crutches, has delivered 220 infants by this 
method, and does not know of any birth trauma 
among these infants. — James F, Donnelly, M.D. 


MISCELLANEOUS 


Primiparity After Age 35; An Analysis of Elderly 
Primigravidas. Hersert E. Scumitz, LAWRENCE 
McGowan, and Cuartes J. Smiru. Obst. Gyn., 1958, 
11: 424. 


Two HUNDRED SEVENTY-SEVEN women who were preg- 
nant for the first time in their thirty-fifth year or 
older were studied over a period of 15 years by the 
authors. It was indicated that the marital status or 
color did not affect any one age bracket more than the 
other. The authors note that the prenatal courses of 
these patients were not unusual. The incidence of 
essential hypertension was 5.4 per cent, of toxemia 
6.5 per cent, and eclampsia occurred 3 times among 
the 277 cases. 

Parturition of the elderly primigravida has an 
expected increase in intrapartum complications and 


operative interference, and the rate of cesarean sec- 
tion in the series was 11.2 per cent, which is about four 
times that in the obstetrical service as a whole in the 
hospital where the authors operate. Cephalopelvic 
disproportion was the most frequent indication for the 
operation. 

The authors state that although the elderly primi- 
gravida comprises only a small percentage of the 
obstetrician’s practice, it is imperative that he be well 
informed concerning her handicaps not only to insure 
proper management but so that he may correct misin- 
formation she may have acquired. The patient should 
be under surveillance before she becomes pregnant in 
order to contend against blood pressure elevation, 
obesity, and varicosities. 

In their study the authors found that the elderly 
primigravida did not have a delay of the onset of 
menstruation, which was contrary to the findings of 
other workers. They felt that the elderly primigra- 
vida, because of her normal degenerative processes 
which are characteristic of any woman her age, would 
have an increased incidence of varicosities and blood 
pressure elevation. Essential hypertension was five 
times greater among the patients in this study than in 
the general obstetrical service. Toxemia is only 
slightly more prevalent. 

The authors also point out that the incidence of 
cesarean section was 11.2 per cent whereas the aver- 
age incidence for the general obstetrical service in 
this hospital was 2 per cent. They found that breech 
presentation occurred twice as often as normally ex- 
pected, and that a 20 per cent gross infant mortality 
and a 5 per cent corrected mortality are higher gross 
figures than the same corrected figures reported in a 
previous publication from their institution on breech 
deliveries. 

The infants of elderly primigravida revealed a 
normal sex ratio and normal newborn weight, and 
twins appeared about as frequently as in the normal 
population. Congenital abnormalities and prematuri- 
ties were not increased above the expected incidence 
for the general population. No increase in the per- 
centage of toxemia or prolonged labor was found in 
the primigravidas over 40 years of age when com- 
pared with the general incidence. 

Congenital anomalies were six and one-half times 
more prevalent in infants delivered from woman of 40 
years of age and over than in infants delivered from 
woman between 35 and 39 years. Prolonged labor was 
thought to contribute heavily to the perinatal infant 
mortality. It was also thought that excellent antepartal 
care and proper supervision during labor would 
lower the number of prolonged labors and thus lower 
the perinatal infant death rate. 

—Robert J. McNeil, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Indications for Operation upon the Adrenals (Indika- 
tionen zu chirurgischen Eingriffen an den Nebennier- 
en). S. BuRKERT and R. H. Jenny. Langenbecks Arch. 
u. Deut. Kschr. Chir., 1958, 286: 449. 


THE AUTHORS study concerns 17 patients with 
adrenal tumors who have been operated on during 
the past 10 years. Adrenalectomy or resection of the 
adrenal was carried out in patients who had the fol- 
lowing diseases: cortical or medullary tumors, hyper- 
plasia resulting in Cushing’s or adrenogenital syn- 
drome, adrenal tumors without endocrine symptoms, 
and hypertension or disorders of the clotting mech- 
anism. 

Medullary tumors. It is generally agreed that the 
presence of a pheochromocytoma is a clear indication 
for surgical removal of the adrenal. The diagnosis is 
at times quite difficult since the clinical picture 
may not be specific. Three patients with pheo- 
chromocytoma were seen. They had the characteristic 
symptoms of paroxysmal hypertension associated 
with pallor, restlessness, and trembling of the ex- 
tremities. The paroxysms were brought on by many 
things, such as emotional disturbance, exposure to 
cold, change of posture, or pressure in the region of 
the loin. 

During a paroxysm the patient’s blood pressure can 
rise up to 300 mm. of Hg. The best diagnostic test is 
the regitine test. To do this, 5 mgm. of regitine are 
injected intravenously. The blood pressure drops 
sharply within 2 minutes; whereas in patients suffer- 
ing from essential hypertension no significant drop in 
blood pressure occurs. The benzodioxan test which 
lowers the blood pressure in both types of patients is 
not as good, since it may give false positive results. 

In typical cases the diagnosis of pheochromocytoma 
is not difficult. Some patients, however, as the litera- 
ture amply demonstrates, have a single predominant 
symptom which can lead one astray. Complaints of 
headache, or visual disturbances, or tachycardia may 
focus the physician’s attention on the wrong organ. 

Perirenal air insufflation and intravenous pyelog- 
raphy may be very helpful in demonstrating adrenal 
tumors as well as hyperplasia of the adrenal. 

Adrenal cortical tumors. The tumors create interesting 
clinical pictures and difficult diagnostic problems. 
They may cause an increase in the production of sex- 
ual hormones. Adrenal cortical tumors affect not only 
the entire organism of the patient, but may produce 
changes of the psyche as well. Disturbance of the 
mineral metabolism leads to osteoporosis in adults or 
to premature epiphysial closure in children. ‘The clini- 
cal picture will, therefore, vary according to the age 
and sex of the patient. Essentially, however, it will 
resemble Cushing’s syndrome, the adrenogenital syn- 
drome, or will be characterized by virilism. Marked 
obesity, changes in the secondary sex characteristics, 
and psychic changes usually bring the patient to the 
doctor. This clinical picture can be produced by an 
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adrenal tumor, and also by hyperplasia of the adrenal 
cortex. Adrenal cortical tumors are four to five times 
more prevalent in women than in men, and are 
usually seen in children between the first and sixth 
year of life. In adults they manifest themselves between 
the thirteenth and thirty-fifth year. Symptoms can be 
attributed to an increase of androgenic hormones. In 
little girls cortical tumors produce sexual precocity 
and pseudohermaphroditism. The labia and the cli- 
toris become enlarged, pubic hairs appear, and there 
is hirsutism of the face and body. The skeletal muscu- 
lature becomes well developed. There may be a rise 
in the blood pressure and acne may appear. Early 
closure of the epiphysis causes stunted growth of the 
child. 

Little boys, who are rarely affected by this tumor, 
show marked muscular development and assume the 
so-called “‘Hercules” appearance. Precocious puberty 
ensues. Adult men show feminizing effects from this 
tumor. The genitals become atrophic and gyn- 
ecomastia appears. In adult women, on the other 
hand, a male habitus, strong muscles, virilism, and 
the growth of a beard appear. The picture is that of, 
the Cushing syndrome. When Cushing first described 
this syndrome in 1932, he ascribed it to a basophilic 
adenoma of the anterior pituitary. Today it is known 
that it is due to hyperplasia of the adrenal cortex, 
since Cushing’s syndrome can be induced in man 
through the administration of ACTH and cortisone. 
The excretion of the 17-ketosteroids in the urine is 
helpful in the differential diagnosis. In the male three- 
fifths of the ketosteroids excreted stem from the 
adrenal cortex and two-fifths from the testis. In 
women, however, practically all of the 17-ketosteroids 
excreted stem from the adrenal cortex. 

Bayer, Goetz, and Wilkins believe that the admin- 
istration of cortisone preoperatively causes a decrease 
of the 17-ketosteroids in the urine and can be used as 
a test to determine whether the disease is due to an 
adrenal tumor. Pyelography and perirenal air in- 
sufflation have been helpful in the recognition of the 
presence of an adrenal tumor. If an adrenal tumor is 
present, surgical exploration is indicated. Following 
surgical removal of the adrenal, the symptoms usually 
subside. The sooner the operation has been per- 
formed, the quicker the symptoms and signs will re- 

ress. 

. Adrenal cortical hyperplasia. It is almost impossible to 
distinguish between hyperplasia of the adrenal cortex 
and an adrenal tumor preoperatively. The symp- 
tomatology can be the same in both conditions. Radi- 
ation and hormonal treatment of hyperplasia of the 
adrenal cortex have not been satisfactory. 

Tumors without endocrine disturbances. Cysts, lymphan- 
giomas, and hemangiomas of the adrenal have been 
described. The benign conditions produce no particu- 
lar symptoms except when the growths reach con- 
siderable size and interfere through pressure with the 
function of other organs. Normally, it is not possible to 
diagnose this condition preoperatively. 
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The author has had no experience with bilateral 
adrenalectomy in patients with inoperable breast 
cancer. —S. Richard Muellner, M.D. 


Treatment of Recent Kidney Injuries (Ueber die 
Behandlung frischer Nierenverletzungen ). E. 
and J. Gessner. Zbl. Chir., 1958, 83: 94. 


THE autuHors, of the Urology Department of the 
Surgical Hospital of the University of Jena, Germany 
report 29 cases of fresh crush injuries of the kidney 
without an external wound. Two of the cases are 
described in detail, and the symptomatology and 
treatment are discussed. 

The diagnosis is often difficult to establish. Ab- 
sence of hematuria and a normal intravenous pyelo- 
gram do not rule out severe tears of the renal paren- 
chyma. Retrograde pyelography should always be 
performed in doubtful cases. In both cases described 
by the authors the intravenous pyelogram failed to 
reveal a lesion whereas retrograde filling of the pelvis 
revealed massive invasion of the contrast material into 
the surrounding tissue of the kidney bed. 

A number of other workers warn of retrograde 
pyelography because of the danger of infection. The 
authors do not share this opinion and state that the 
advantages of the method surpass by far the possible 
risks. 

The indications for surgery are discussed. Accord- 
ing to the literature primary nephrectomy im- 
mediately after the injury has a high mortality. 
Pyelography and surgery should, therefore, be post- 
poned for at least 24 hours until the traumatic shock 
has subsided. Increase of the lumbar swelling and a 
drop of the hemoglobin are signs of marked hemor- 
rhage and urine infiltration and are indications for 
nephrectomy. Conservative operations have little 
chance of success since the damaged kidney becomes 
necrotic in most cases. 

Of the 29 patients one was admitted in moribund 
condition; nephrectomy was performed on 2 because 
of kidney rupture. Both patients recovered. One pa- 
tient with a tear of the parenchyma was successfully 
operated on, and the kidney could be saved. The 25 
others with signs of kidney injury were treated con- 
servatively and all of them recovered. 

Werner M. Solmitz, M.D. 


Selective Angiography in Renal Tuberculosis. J. 
FrIMANN-DaAHL. Acta radiol., Stockh., 1958, 49: 31. 


SELECTIVE ANGIOGRAPHY is a method whereby films 
are obtained by the injection of contrast medium 
through a catheter introduced into the femoral artery 
and advanced into the renal artery. The technique 
described utilizes an opaque catheter, size 205, the 
end of which is curved to a slight hook and fitted with 
a metal leader. The catheter and leader are intro- 
duced into the aorta by way of femoral puncture. As 
long as the metal leader, or stylet, fills the whole 
catheter, the extremity, or tip, will be kept straight, 
but when the leader is withdrawn the tip will bend. 
This is observed fluoroscopically and the tip of the 
catheter is pushed, or sucked, by the blood stream 
into the renal artery. 

The authors first carry out conventional aortog- 
raphy with 30 c.c. of 50 per cent contrast medium, 


which gives general orientauon regarding the size and 
number of renal arteries. This is done with a polythene 
catheter which is replaced by an opaque catheter for 
the selective angiography. When this is in place 8 c.c. 
of hypaque (35 per cent) are injected as quickly as 
possible. Films are taken at short intervals and, if 
desired, in various positions. The catheter remains in 
situ until the films are examined, and a second in- 
jection is made if necessary. The catheter is kept 
patent by the injection of normal saline solution. 
Following withdrawal of the catheter, the femoral 
artery at the puncture site is compressed for some 10 
minutes to prevent hematoma formation. 

With selective angiography it is possible to direct 
the injection of the contrast medium into the renal 
artery so that no other vessels cover the field to be 
examined. The films obtained by this method are 
definitely of a better quality, and the authors use a 
cone centered over the kidney to be examined. Films 
taken with a moving grid seem to be preferable to 
those made with the stationary grid of the film 
changer, and show more detail. 

This method has been used in 23 cases of renal 
tuberculosis. The main points in the angiographic 
findings are (1) the course of the main vessels and 
their branches, (2) changes in the smaller vessels, and 
(3) the nephrographic effect and defects in the 
parenchyma. 

Pathological changes observed in renal tuberculosis 
in the aortagram pattern are demonstrated better 
and more clearly with selective angiography. Smaller 
foci may show no changes at all. Then there are 
small irregularities in one or more branches of the 
artery which may be pushed apart, bent or curved, 
blocked, narrowed, or dilated. When calcifications 
are present the localization is easier and indicates 
where to look for the abnormal vessels. Calcifications 
in the wall of a cavity suggest a smaller chance of 
success from antibiotic treatment and are most im- 
portant as an operative indication. 

Indentations of the renal outline are sometimes 
helpful. In cases with larger foci, several branches of 
the renal artery may be blocked completely. Arteries 
may be observed to run clawlike around the cavity 
or an abscess. In performing selective angiography 
difficulties due to accessory vessels are encountered. 
If the catheter slips into the main artery the cor- 
responding vessels are filled and the parenchyma is 
rendered visible shortly after the injection, and at 
the same time a defect in the parenchyma will appear 
corresponding to the nonfilled area vascularized by 
the aberrant vessel. This can easily be mistaken for 
a tuberculous focus if the real cause is not appreciated. 
In the studies made by the author there were no 
complications, untoward reactions, or damage to the 
kidneys. 

Selective angiography offers a new and possibly 
improved method of study, especially when seg- 
mental resection is planned. 

—R. O. Beadles, M.D. 


The Calcium-Containing Renal Stone. Leste N. 
Pyran. Proc. R. Soc. M., Lond., 1958, 51: 183. 


‘THE PRESENT SURGICAL TREATMENT of most calcium- 
containing renal stones is often a relatively crude at- 
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tack upon the disease, and is designed primarily to 
relieve pain and conserve renal function. 

Calcification does occur in a normal kidney, its 
over-all incidence being about 15 per cent. The cal- 
cific foci are sparsely scattered in the cells and around 
the upper collecting tubules. In stone-bearing kid- 
neys the incidence of calcification is approximately 
75 per cent. Here the calcification is usually found 
in the upper collecting tubules, occasionally in the 
convoluted tubules, and also outside of the tubular 
lumina. Calcific deposits in the stone cases are far 
more numerous and closer together than in the 
normal nonstonebearing kidneys. Randall’s plaques 
have not been found with any great frequency. The 
intrarenal calcification is regarded as the one which 
is commonly associated with the calcium-containing 
stones. 

In the infected stone-bearing kidney, there is wide- 
spread calcification and microlith formation in the 
parenchyma, mainly in the pyramids. It is often dis- 
tributed in the collecting tubules and causes a com- 
plete blockage of the nephrons involved. The infected 
cases showed the grossest and most widely spread 
calcification of any of the stone group. Calcium may 
also be deposited in kidneys which are the seat of 
hydronephrosis and, in these, stasis of particulate 
matter probably has an important role. Intrarenal 
calcification is no more common in these cases than 
in the normal kidney. 

A series of patients was subjected to determination 
of their urinary calcium and phosphorus on a low 
calcium diet, and a larger group on an ordinary diet. 
The urinary excretion of calcium in normal men and 
women on an intake of 600 to 1,000 mgm. of calcium 
a day revealed that the majority excreted between 
100 and 200 mgm. per day. At least 90 per cent of 
the men excreted less than 300 mgm. per day, and at 
least 90 per cent of the women excreted less than 250 
mgm. per day. Thirty-two patients with stone were 
examined and 14 of these had an abnormally high 
urinary calcium level. The figures for the incidence of 
hypercalciuria when the estimations are done on the 
low calcium diet, and also on a normal calcium diet, 
are reasonably close. It seems that for practical pur- 
poses abnormality of calcium excretion may be de- 
tected as readily with a patient on a normal diet as 
on a carefully controlled low calcium intake. 

Patients with stone and marked impairment of 
renal function had a low excretion of urinary calcium. 
When the urea clearance is low the urinary calcium 
is low. Correlation of the calcium excretion and the 
type of stone revealed that the incidence of high urine 
calcium values was greatest with the mixed calcium 
oxalate and calcium phosphate stones. Sixty-six per 
cent of patients with calcium oxalate or calcium 
oxalate-phosphate stones averaged urine calcium 
levels greater than 200 mgm. per day, compared with 
26 per cent of normal individuals. A high urinary 
calcium excretion is not found in all patients with 
stone, notably those whose stones result from infection. 
Also, a high urinary excretion of calcium is not re- 
stricted to patients with calcium stones since approxi- 
mately 8 per cent of normal adults were found to have 
urinary calcium levels greater than 300 mgm. for 
men, and 250 mgm. for women per day. Phosphate 


GENITOURINARY SURGERY 567 


excretion was studied and it was concluded that 
hyperphosphaturia does not appear to be a factor in 
the formation of calcium stones. 

For the prevention of stone the first attempt con- 
sists in providing physical conditions in the urine, 
either by methods of dilution or by alterations of the 
px, which will make it unlikely that the stone-forming 
substances will be precipitated. An alternative method 
is to deny access to the urine of stone-forming sub- 
stances such as phosphorus and calcium. The methods 
which are being tried to prevent recurrence of cal- 
cium-containing calculi consist of a high intake of 
fluids and diet control. It is doubtful if sufficient urine 
volume can be achieved to obtain dissolution of 
existing calculi, although fluid may prevent the 
growth of crystalline matter into stones. The acid-ash 
diet may be of value in some soft recumbency calculi 
or in soft phosphatic stones in certain cases of hyper- 
parathyroidism, and in cases of phosphatic incrusta- 
tions of the bladder. The reduction of phosphatic 
excretion, although usually within normal limits, may 
be of value in the treatment of recurrent phosphate 
stones. The use of the aluminum hydroxide gels is 
recommended in suitable cases and is best used for 
the treatment of calcium phosphate stones; it is prob- 
ably not indicated for oxalate calculi. The excretion 
of glucuronic acid through the ingestion of salicylic 
acid in cases of recurrent stone have shown that there 
is no significant reduction in the recurrence rate when 
the excretion of glucuronic acid is increased. 

The use of citric acid, calgon, and the chelating 
agents will require further study and increased trials. 

—R. O. Beadles, M.D. 


Papillary Tumors of the Renal Pelvis (Sui tumori 
papillari della pelvi renale). A. PLoTEGHER. Arch. ital. 
urol., 1958, 30: 465. 


Two cases of this neoplasm are reported. Such re- 
ports are justified because they are not numerous and 
because certain differential diagnostic points should 
prove of value. 

The first patient was a 67 year old woman who at 
42 years of age underwent a hysterectomy for fibroids, 
at 64 suffered for 40 days from icterus, and 6 months 
previously had been operated upon for cystocele. For 
the past 3 years she had had attacks of colicky pains 
in the right renal region. In the past 3 months these 
attacks had become frequent and were accompanied 
by hematuria and the passage of clots. The usual 
methods of examination failed to shed light on the 
cause of the symptoms. Retrograde pyelography pro- 
duced an intensification of the hematuria. 

Nephrectomy was performed with extensive resec- 
tion of the ureter. The renal pelvis contained a half- 
chestnut-sized tumor on a long slender pedicle. 
Histologically, the tumor was composed of bulky pegs 
and strands of polygonal cells of large size with 
numerous mitoses. Vascularization was abundant 


and there was diffuse extravasation of blood. 

The second case was that of a 51 year old male who 
6 months previously had suffered a single attack of 
hematuria. Ureteral catheterization again provoked 
hematuria. Urography disclosed a large shadow de- 
fect of the left renal pelvis at the base of the superior 


calyx. 
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Nephrectomy with extensive resection of the ureter 
on the affected side was carried out. A large pedun- 
culated tumor occupied the upper part of the renal 
pelvis. Histologically the epithelial component of the 
neoplasm was a transitional type of cell in long rami- 
fied papillae. The stromal component was scant. 
There were no signs of malignancy. 

The radical treatment of the benign neoplasm in 
this case is defended on the basis of reports in the liter- 
ature indicating the frequency of malignant degenera- 
tion in histologically benign papillomas of the renal 
pelvis. —John W. Brennan, M.D. 


Fibroma of the Renal Pelvis with Periodic Emission 
of Large Fragments of the Neoplasm with the Urine 
(Su di un caso di fibroma del bacinetto renale con 
periodica emissione con le urine di grossi frammenti 
del neoplasma). F. Cataratr and G. C. Grassi. 
Arch, ital. urol., 1958, 30: 448. 


THE PATIENT was a 51 year old married woman who 
for the past 4 years had been suffering attacks of sud- 
den, violent pain in the left flank with radiation to the 
lumbar region and to the genitalia and groin. The at- 
tacks recurred every 2 or 3 months and usually ended 
by expulsion of an elongated, rather soft, and brown- 
colored mass through the urethra. The patient 
brought with her such a specimen preserved in 
alcohol. 

This specimen, together with a fresh specimen ex- 
tracted from the patient’s urethra during her stay in 
the hospital, was found to consist of fragments of an 
apparently benign papilloma. 


Retrograde uteropyelography disclosed a dilated. 


and tortuous left ureter; the juxtapyelic portion was 
enlarged in the form of a funnel-like dilatation. The 
kidney and upper third of the ureter were removed. 
Macroscopic examination of the specimen disclosed 
a large tumor attached along the medial wall of the 
renal pelvis and protruding into the funnel-like 
ureteral dilatation. The pelvis and the calyces were 
markedly dilated. Histologically the tumor proved to 
be a benign papilloma. Above the tumor mass in the 
pelvis was a mass lying free, and quite similar in form 


and composition to the spontaneously extruded frag- . 


ments. — John W. Brennan, M.D. 


Periureteritis Obliterans: A Retroperitoneal Inflam- 
matory Disease. WittiAM P. Mutvaney. 7. Urol., 
Balt., 1958, 79: 410. 


PERIURETERITIS OBLITERANS may be described as a 
unilateral or bilateral hydronephrosis and hydro- 
ureter having as its cause a mass of inflammatory 
fibrous tissue compressing and enveloping a segment 
of midureter. This condition has also been called 
periureteritis plastica, periureteral fibrosis, retro- 
peritoneal inflammation of the ureters, and non- 
specific hydronephrosis. 

The midureter in each of the 3 cases reported by 
the author was enveloped by a dense, matted fibrous 
tissue mass. The pathological processes extended 
laterally over the posterior abdominal muscles and 
medially across the psoas muscle. Anteriorly the 
peritoneum was adherent but it could be dissected 
bluntly from the surrounding tissue without much 
difficulty. The fibrous tissue was extremely dense 


and intimately surrounded the ureter. The fibrous 
mass had been large enough to have been palpated 
through the abdomen in some cases. This disease 
has been confused with neoplasm and a biopsy was 
necessary to establish the diagnosis in some of the 
reported cases. 

In the author’s cases a cleavage plane could be 
developed by following the uninvolved ureter into the 
scarred area. By blunt and sharp dissection the crisp 
rigid tissue could be peeled from the strangulated 
ureter, leaving the underlying ureteral wall in- 
durated and edematous. The lumen of the ureter 
was reduced in each case and almost obliterated in 
two. Resection of these pathological portions of the 
ureter allowed for reanastomosis of adequate ureteral 
caliber. 

Biopsies of the ureteral wall and surrounding fibrous 
tissue showed nearly identical findings. The histo- 
pathologic study of the specimens showed dense, 
wavy, collagenous connective tissue, separated by 
pronounced interstitial edema. The interstices were 
infiltrated by lymphocytes and a few neutrophils. 
Focal aggregations of lymphocytes were found. The 
inflammatory reaction was considered to be non- 
specific in nature. The pathogenesis of the disease 
was thought to be a nonspecific response to infection. 
The constriction of the ureters seemed to occur at 
the pelvic brim in the females and at a somewhat 
higher level in the males. The association in the 
author’s cases with bacteria commonly infecting the 
urinary tract would indicate an ascending infectious 
process as an etiological factor in the production of 
this condition. There was a lack of associated disease 
in other organs to indicate a source for the original 
infection. It has been demonstrated that pigment 
injected in the base of the bladder was seen in the 
tissue around the ureter 48 hours later. The peri- 
ureteral tissue contained inflammatory cells bearing 
particles of dye but the ureteral wall did not. Jn 
this way it could be postulated that lymphatic path- 
ways do exist that would explain the peculiar localiza- 
tion of fibrosis. Particles of dye placed in the cervix 
showed a similar collection in the lymphatics. The 
bacteria isolated in this disease have experimentally 
produced nonspecific inflammatory reaction similar 
to the essential pathologic condition found in this 
condition. Therefore, it would appear that peri- 
ureteritis obliterans most likely originates from a lower 
genitourinary tract infection. 

The appearance of the lesion visualized by retro- 
grade pyeloureterography established the diagnosis. 
The use of the bulb type of ureteral catheter gave the 
best means of establishing a diagnosis. The finding 
of hydronephrosis with hydroureter in the upper 
third with segmental constriction of the midureter 
suggests the diagnosis of periureteritis obliterans. It 
may be unilateral or bilateral. If unilateral, sub- 
sequent involvement of the opposite side must be 
anticipated. An extremely short area of ureteral con- 
striction may be confused with stricture, or inadequate 
filling of the ureter in cases of hydroureter may 
simulate the disease; however, the final diagnosis 
must depend upon the operative findings of a peri- 
ureteral fibrotic mass surrounding and strangulating 
the ureter. 
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A review of the treatment in the reported cases 
suggested some general conclusions. The first is that 
surgery should not be delayed when the diagnosis 
has been established. The response did not appear 
to be as good as that of plastic repair of the uretero- 
pelvic junction. Azotemia indicated a poor prognosis. 
As the disease was found so frequently to be bilateral, 
conservative and corrective surgery instead of nephrec- 
tomy, if at all possible, should be done. Treatment 
has consisted of nephrectomy, ureterolysis, lysis with 
splinting, without splinting, with or without proximal 
drainage. 

In these 3 reported cases a retroperitoneal flank 
incision, extended anteriorly, was used. Forward 
reflection of the peritoneum from the abdominal 
muscles gave good exposure of the kidney and ureter. 
A segmental resection of the damaged ureter was 
advocated by the author as a means of surgical 
correction of this disease. The upper ureter was 
redundant and could be used to bridge the defect 
created by the removal of the ureteral segment. 
Pyelostomy or nephrostomy could be done if necessary 
through this incision. —Conrad A. Kuehn, M.D. 


BLADDER, URETHRA, AND PENIS 


A New Type of Catheter for Urethral Drainage of 
the Bladder. Norman Gipson. Brit. 7. Urol., 1958, 
30:1. 


URETHRITIS AND EPIDIDYMITIS are Common complica- 
tions of present day urethral catheter drainage. 
Perineal abscess and fistula and pyelonephritis are 
common in paraplegics on long term catheter drain- 
age. 

"Being dissatisfied with standard catheters, the 
author experimented with the use of plastic tubes as 
catheters and found that tubes of very small external 
diameter (1.5 mm.) could be used because of the pro- 
portionally larger inside lumen. It often takes several 
weeks for these tubes to become obstructed and the 
incidence of urethritis is low. 

A standardized polyvinyl chloride tubing was 
chosen on account of its pliability and heat resistance. 
The catheter is 5 feet long with an adapter at its 
distal end which connects to a drainage bottle. Two 
“wings” of 6 by 0.75 inches of plastic sheeting are 
cemented 12 inches from the tip. These “wings” are 
secured to the penis by a single encircling strip of 
clastic adhesive. This polyvinyl catheter is now made 
up in a dry sterile pack and used in combination with 
a plastic collecting bag. —Bernard H. Hymel, M.D. 


Plastic Reconstruction of the Bladder Neck and 
Prostatectomy. N. J. Bonnin. Austral. N. Zealand f. 
Surg., 1958, 27: 161. 


THE AUTHOR describes his method of plastic recon- 
struction of the vesical neck after prostatectomy, 
which is designed to prevent scarring and contrac- 
tion. The operation is predicated on the theory that 
scarring in the prostatic fossa can be prevented by 
leaving a layer of prostatic tissue lining the true cap- 
sule; scarring at the vesical neck may be prevented by 
eliminating the raw surface at that site, either by 
excising it or by providing immediate epithelial 
covering for it. 
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A retropubic approach to the prostate is employed. 
The curved lower part of the incision in the capsule 
is made first by cutting deeply with a scalpel. The 
proximal ends of the incision extend up and laterally 
through the vesical neck. The flap thus outlined is 
picked up and cut away by a transverse incision 
through the wall of the bladder just above the vesical 
neck. A portion of the anterior capsule, together with 
a wide segment of the anterior sphincter muscle, is 
thus excised. 

A deep incision is then made along the crest of the 
raised posterior neck of the bladder. Into this incision 
one blade of a Denis-Browne forceps is thrust, with 
the other blade in the prostatic urethra, so that be- 
tween the blades the posterior portion of the sphincter 
is gripped and held up. The trigone is cleared away 
from the upper aspect of the sphincter and a wide 
deep wedge or U-shaped piece of the sphincter is 
removed from beneath the sphincter. In congenital 
dysfunction of the vesical neck or in instances in 
which the prostate is atrophic, the lateral lobes are 
not disturbed. If the lateral lobes are not atrophic, 
the upper end of each lobe will be visible after exci- 
sion of a portion of the sphincter as already described. 
Each lobe of the prostate, together with its covering 
mucosa, is bitten away piece by piece with a Denis- 
Browne tonsil-holding forceps. 

As the next step in the procedure, the trigonal flap 
is freed. The trigone is grasped and drawn down 
with the Denis-Browne forceps and, with one blade 
of the scissors in the prostatic fossa and the other 
blade in the bladder, a short incision is made lateral 
to the trigone on each sjde. Each incision is directed 
upward and outward, parallel to the lateral edge of 
the trigone; as these incisions are made the vesical 
neck will be seen to widen considerably. The distal 
trigone with a strip of vesical mucosa on each side 
of it will then fall and cover the defect made by re- 
moval of the wedge of sphincter posteriorly. The 
flap is fixed in this position with three interrupted 
sutures. The raw surfaces on each side of the trigonal 
flap are closed by deep sutures placed from the blad- 
der through to the prostatic fossa. 

The anterior incision is closed by first placing a 
chromic catgut suture in the midline anteriorly. 
This suture is held and each half of the anterior inci- 
sion is now closed by a running catgut suture which 
begins laterally and progresses toward the midline. 
Finally, the ends of the two running sutures are tied 
together and further support is provided by tying the 
two stay sutures together. At the conclusion of the 
operation the incision in the prostatic capsule has 
been converted from a U-shape to almost a straight 
line, so that the vesical neck is widened and the dense 
fibrous tissue of the vesical neck is replaced by a 
pliable vesical wall. A catheter is inserted into the 
bladder through the urethra and the abdominal 
wound is closed. 

The presence of a small median lobe or of large 
adenomas of the prostate requires modifications of the 
operation. In the former instance the anterior capsu- 
lar incision is made as previously described. The lobe 
is drawn forward and an incision is made at the junc- 
tion of the lobe and trigone, and the trigonal flap is 
elevated as previously described. The median lobe is 
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excised by sharp and blunt dissection, which brings 
into view the posterior sphincter that lies beneath the 
median lobe. The sphincter is grasped and incised, 
and the operation is continued as previously described. 

In the presence of large adenomas, the incision in 
the capsule approaches the shape of an ellipse. The 
distal part of the incision has cut deeply into the 
prostatic adenoma so as to show up the line of cleav- 
age between the adenoma and the false capsule. This 
plane is opened up all around by blunt dissection 
with scissors. The lateral lobes are removed sepa- 
rately by combined intraurethral and extraurethral 
dissection. Gentleness at the apex of the gland is es- 
sential in order to avoid damage to the external 
sphincter. The median lobe is then removed from 
above down and the remainder of the operation com- 
pleted as previously described. 

These operations were performed on 160 patients 
and 3 patients died; follow-up studies were made for 3 
months after the operation. Urinary incontinence 
did not occur. The author expresses the opinion that 
late postoperative stenosis should not occur, but 
states that many years must pass before it can be 
known whether or not this complication has been 
prevented. —Laurence F. Greene, M.D. 


Hypospadias. Ropert F. Hacerry and Exsie Taser. 
Am. Surgeon, 1958, 24: 244. 


Hypospapias is an abnormal ventral urethral opening 
anywhere between the glans penis and the perineum 
with deficiency of the urethra distal to the orifice. It 
is almost always associated with a chordee, and at 
times with cryptorchid testes, bifid scrotum, rudi- 
mentary penis, and/or congenital hernias. 

This is an excellent comprehensive article covering 
the entire problem of this abnormality. The incidence, 
embryology, etiology, surgical correction, and an 
operative procedure (in detail) are discussed and cases 
are illustrated. 

An interesting technique of these authors presented 
in this paper is the method of use of the preputial skin 
in all cases for the reconstruction of the urethra. 
Anatomical studies of the blood supply to this region 
show that the prepuce is supplied by the terminal 
branches of the external pudendal artery rather than 
the dorsalis penis branch of the internal pudendal. 
This tends to indicate that when flaps are planned, 
they should be proximally based to take advantage 
of the blood supply unless the length to width ratio 
is small. It is suggested that elevation of the entire 
preputial skin and dividing it so as to be utilized best in 
the urethral repair is a good anatomical technique. 

Reconstruction of the urethra is done after several 
months of complete disappearance of edema. It is 
accomplished, when possible, by complete rather than 
partial reconstruction with an incomplete lining. A 
plastic tube is used for irrigation and drainage to 
form the urethra, and a drain with suction is also 
utilized after closure to insure good healing. Saline- 
penicillin-streptomycin solution is slowly dripped 
through the plastic tube to prevent infection in the 
lumen of the new urethra. The fistula caused by the 
urethrostomy is closed by rotating a flap or mobilizing 
the margins; closing in the layers completes the pro- 
cedure. An indwelling catheter is utilized and furacin 


solution is introduced alongside of it to combat 
infection. 

Meticulous atraumatic technique, hemostasis and 
painstaking after-care are the factors responsible for 
success in each case. The final desired result is a penis 
readily extensible, of normal color, contour, and tex- 
ture, with its urethra free of hair and requiring no 
postoperative dilatations. In this procedure, the 
urethral meatus is situated at the junction of the glans 
and shaft. — John R. Herman, M.D. 


Surgical Correction of Hypospadias. Ormonp §S, 
Cutp. 7. Urol., Balt., 1958, 79: 279. 


In THE PAST 6.5 YEARS the author has operated upon 
172 patients with chordee, hypospadias, or sequelae 
of previous surgical procedures performed for the cor- 
rection of these defects. This report is a summary of 
this broad, concentrated experience. 

In 14 of the 172 patients in this series with a mild 
hypospadias without chordee the author enlarged a 
small urethral meatus by dividing the septum be- 
tween the universally present blind glandular pouch 
and the urethral meatus. He emphasizes the inadvisa- 
bility of performing a conventional meatotomy in 
these patients. In releasing the chordee present in 
83 patients, he preferred to expose the constricting 
fibrous bands through a transverse incision in the 
ventral penile skin. Following excision of the con- 
stricting tissue, the penile skin was closed longitudi- 
nally. A pressure dressing was used for 8 to 10 days 
in all cases; an indwelling urethral catheter was 
employed for 24 to 48 hours, but only in patients of 
school age or over. 

In addition to the 83 patients with an untreated 
chordee, 12 patients in the group had had an unsatis- 
factory chordee repair and 7 had had a urethroplasty 
performed despite residual chordee. In the majority 
of patients with residual chordee, secondary correc- 
tion of the defect was carried out by the technique 
employed in untreated patients. In 4 patients some 
form of Z-plasty was necessary to compensate for a 
deficit in the quantity of skin available. In the 7 
patients who had undergone urethroplasty despite 
residual chordee, it was usually necessary to start 
anew. Hover, in 3 of these patients, the technique 
of transe: che urethra to allow chordee correction 
that was ».ployed in 5 patients with chordee with- 
out hypospadias, was used. In 33 patients hypospadias 
of sufficient degree to require correction existed in the 
absence of chordee. All but 5 of these had had pre- 
vious surgical correction of the chordee. The remain- 
ing 18 patients had had correction of their chordee 
but had at least 1 fistula following attempted urethro- 
plasty. As the result of this experience, the author 
suggests that the necessity for adequate correction of 
chordee is taken too lightly by some. He feels that the 
time for adequate correction is at 18 months of age. 

In this series, the construction or reconstruction 
of the urethra was performed in 117 patients by the 
Cecil, Denis-Browne, or Thiersch-Duplay technique 
singly or in combination. The author points out that 
terminating the urethra at the base of the glans penis 
need not be a functional handicap. An interval of at 
least 6 months between correction of the chordee and 
the urethroplasty is advisable. The author prefers to 
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complete the plastic repair of the penis prior to school 
age if possible. In the present series, the 63 patients 
with a penile or penoscrotal hypospadias were treated 
by a version of the Cecil method. The size of the new 
urethra approximated the size of the existing urethra. 
The glans and the corpora were anchored in the scro- 
tum with sutures of No. 0000 chromic catgut. An in- 
dwelling urethral catheter whose size was dictated 
by the caliber of the meatus of the newly constructed 
urethra was allowed to remain in place for 6 to 7 
days. At least 2 months were allowed to elapse before 
the penis and urethra were freed from the scrotum. 
The operative area was drained for 24 to 28 hours 
after the third stage. 

In the present series, 21 patients had a scrotal or 
a perineal hypospadias. After trying to employ the 
Cecil operation or a combined Thiersch-Duplay-Cecil 
technique to correct these deformities, the author 
changed to the Denis-Browne operation in the initial 
attempt to secure a normal urethra. He employed 
the technique as described by Browne, diverting the 
urine by perineal urethrostomy and employing scrotal 
stab wounds and a generous dorsal slit routinely. In 
this series, 21 patients with urethral fistulas were 


treated. Single small fistulas were treated by excision, . 


approximation of deep tissue over the fistula, and 
closure of the skin by the Denis-Browne technique. 
A version of the Cecil technique was employed for 
solitary large defects. Multiple fistulas were converted 
to a single large one. Only 65 patients had a satis- 
factory urethra constructed by the author’s initial 
attempt. An average of 2.2 operations was required 
to construct a satisfactory urethra in patients treated 
for the first time. 

Complications occurred following attempts to cor- 
rect chordee and to construct a urethra. Following 
correction of chordee, 1 patient showed residual 
chordee, 4 developed meatal strictures, and 2 re- 
quired secondary closure of the penile wounds. 
Following urethroplasty, fistula was the most common 
complication. Fistulas occurred after 19 per cent of 
the Cecil operations; however, 11 of 18 fistulas healed 
spontaneously. Following the Browne procedures, the 
incidence of fistula was 44 per cent; only 3 of 18 
fistulas healed spontaneously following this procedure. 
The Thiersch-Duplay operation was followed by a 
50 per cent incidence of fistula, all of which persisted. 
Six patients required secondary closure of the wound 
following the Cecil operation. The urethral meatus 
retracted in 6 patients following the Cecil procedure 
and in 3 following the Denis-Browne operation. 
Stricture was present in 15 patients; in 12 instances 
the stricture was at the meatus of the new urethra. 
In the 3 other patients, it was at the site of the original 
hypospadiac meatus. Hemorrhage occurred from the 
glans in 1 patient. Scrotal hematomas developed in 
3 cases. A painful keloid developed at the site of the 
dorsal slit following a Denis-Browne procedure in 
one patient. Many of these complications can be re- 
duced in incidence. However, it is unlikely that they 
caa be entirely eliminated. The usefulness of any 
technique should be partially defined by the serious- 
ness of the complications following it and the ease 
with which they can be corrected. 

—Jjohn T. Grayhack, M.D. 
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Fic. 1. Fic. 2. 


Fics. 1 and 2 (Lauterburg). (Operation according to 
Ombredanne). 


Fic. 4. 
Fics. 3 and 4. (Operation according to Ombredanne). 


Fic. 3. 


The Simplication of the Operation for Hypospadias 
(Beitrag zur Vereinfachung der Operation der 
Hypospadia glandis). W. LAauTERBRUG. Helvet. chir. 
acta, 1957, 24: 625. 


THE AUTHOR favors the Ombredanne operation for 
hypospadias. This operation, however, is a two stage 
procedure. He has modified the technique of the 
Ombredanne operation so that it can be completed 
in one stage in boys from 4 to 7 years of age. The use 
of a concomitant cystotomy or perineal urethrotomy 
has been abandoned by him. The technique of the 
modified Ombredanne operation is illustrated in 
figures 1 to 4. 

To date this operation has been performed on 24 
boys. All patients had an excellent result and there 
were no postoperative fistulas. 

—S. Richard Muellner, M.D. 


GENITAL ORGANS 


Carcinoma of the Epididymis. J. G. Gow. Urologia, 
Treviso, 1957, 4: 594. 


THE AUTHOR reports a case of carcinoma of the epi- 
didymis. Tumors of the epididymis are extremely rare 
and only a few have been described. They are usually 
diagnosed as a tuberculous lesion, as happened also 
in the author’s case. 
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Among the malignant varieties are carcinoma, 
fibrosarcoma, adenocarcinoma, squamous-cell car- 
cinoma, and growths simulating the mixed tumor 
structure of the salivary gland. The benign tumors 
are still more rare; among them are the adenoma, 
lipoma, and, more frequently, the myoma. 

Although carcinoma of the epididymis is an ex- 
tremely rare condition, it should be considered in 
differential diagnosis of tuberculous epididymitis. If 
the latter condition does not respond to treatment by 
chemotherapy, epididymectomy should be carried 
out. In attempting to differentiate a lesion, a swelling 
of the seminal vesicle is a help, but it is present only 
in a small percentage of tuberculous cases. 

Fifty per cent of the cases of carcinoma of the epi- 
didymis occur between the ages of 20 and 40, and both 
epididymides are affected equally. The swelling is 
usually painless and a hydrocele may be present. 
Metastases usually occur in the lung. The normal 
progress is rapid deterioration, death usually occur- 
ring within 2 years. 

Treatment consists of excision followed by radio- 
therapy. The radiosensitivity is unpredictable; some 
cases respond but others do not. 

—M. Srokowski, M.D. 


MISCELLANEOUS 


Types of Shocklike Reaction During Transurethral 
Resection and Relation to Acute Renal Failure. H. 
Spencer Hoyt, JAMes L. Herpert I. Lee, 
and JONATHAN SCHOENBROD. 7. Urol., Balt., 1958, 79: 


THE LOW SALT SYNDROME and acute renal failure 
were evaluated among the untoward reactions oc- 
curring during and after transurethral resection. Of 
29 patients upon whom resection was performed who 
were studied at the Veterans Administration Hospi- 
tal and Stanford University, San Francisco, 30 per 
cent manifested some form of dilutional hypona- 
tremia. Classification of postoperative reaction was 
based on whether the blood pressure was raised or 
lowered. With immediate hypotension sudden shock 


and painful vascular collapse or gradual painless 
shock could have occurred. With an initial rise in 
blood pressure, dilutional or hyponatremic shock 
must be considered. 

Marked hypotension with intravascular hemolysis 
during the procedure may cause acute renal failure. 
When isotonic irrigating fluid was used, pain and hy- 
potension were minimized, even if bladder perfora- 
tion occurred. Distilled water may cause intravascular 
hemolysis, hypotensive shock, and low salt syndrome. 
With glycine and isotonic sugar solutions, poor vision 
and low salt syndrome persisted. Glycine itself was 
potentially toxic by conversion into ammonia and 
caused shock, vomiting, and cardiac arrhythmia. 
When 0.8 per cent urea solutions were used, vision 
was good and hypotension rare, but intravascular 
hemolysis could still take place. 

Anoxia of renal tubular cells, with crystalline 
hemoglobinemia, was considered responsible for the 
development of acute renal failure caused by lower 
nephron nephrosis, especially after an incompatible 
transfusion. Post-transurethral shock reactions were 
often considered due to dilutional hyponatremia. 
Hypotension was seen at the ead of the resection, but 
subsequent peripheral vascular collapse was the real 
threat to life, unless the sodium deficit was promptly 
corrected. Prompt recognition of the syndrome and 
immediate treatment were imperative. It was believed 
that with the intravenous administration of sodium 
chloride during surgery, the incidence of low salt syn- 
drome would be reduced. Several methods of es- 
timating the sodium deficit are described. 

Intravascular entry of distilled water commonly 
caused elevated serum hemoglobin levels. Diuresis at 
this time may prevent acute renal failure. Diuresis 
was induced by the intravenous administration of 
hypertonic glucose solution. Sodium was conserved 
and water lost. The importance of preoperative and 
postoperative serum sodium determinations is em- 
phasized with 120 mEq. the borderline level. 

The suggestion to resect areas most apt to have 
easily entered venous sinuses last, if at all, is an ex- 
cellent one. —Henry Ritter, Fr., M.D. 


7 
A 
7 
P 
n 
t 
t 
500. 
: 
} 
q 
4 
¢ 
i 
3 
f 
¢ 
> 
oy 


SURGERY OF THE BONES, JOINTS, MUSCLES, ‘TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Arthritis Mutilans (Sulla cosiddetta artrite mutilante). 
I. F. Gowantcu and A, FRANz. Chir. org. movim., 1957, 
45: 89. 


TurEE CASES from the records of the Rizzoli Institute, 
Bologna, Italy, are added to the approximately 50 
reports of arthritis mutilans in the medical literature. 
The first patient was a 29 year old male who, 7 years 
previously, underwent tonsillectomy for acute rheu- 
matic polyarthritis secondary to focal tonsillitis. With 
tonsillectomy and subsequent antirheumatic therapy 
the arthritic manifestations ceased except for those in 
the anterior articulations of the feet where the pain 
continued and became progressively inore severe. 


Fic. 1, a and b (Goidanich, Franz). Roentgenologic 
appearance of the anterior region of both feet, showing 
the typical alteration of arthritis mutilans, with “‘sucked- 
stick of candy” or “sharpened pencil stub” deformities 
of the distal portion of the second and third left meta- 


The peculiar resorptive bone processes and de- 
formities are shown in Figure 1. 

Arthroplasty of the first metatarsophalangeal joint 
and resection of the distal extremities of the second, 
third, fourth, and fifth metatarsal bones were per- 
formed. After 40 days in a cast the deformity was per- 
fectly corrected, but some pain persisted despite 
physical therapy and antiarthritic medication. ‘The 
patient was dismissed with an orthopedic brace for 
the leg and a metallic arch support. 

The second patient was a 37 year old male with a 
history of rheumatic polyarthritis many years before. 
For the past 3 or 4 years there had been attacks of 
pain in the anterior region of both feet. On admission 
the pain was almost continuous and made long pe- 
riods of weight-bearing difficult. 


b 


tarsals and of the second, third, fourth, and fifth right 
metatarsals, associated with hourglass deformity of the 
respective basal phalanges. To be remarked is the severe 
luxated deformity of the first, right metatarsophalangeal 
articulation. 
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Roentgenologically the findings were similar to 
those of the first patient but more pronounced. The 
patient was given an orthopedic brace and arch sup- 
port and treated with antiarthritic medication, heat, 
and massage, but without benefit. Four months later 
the condition had not improved. 

The third patient was a 35 year old female with a 
family history of tuberculosis. At 10 years of age she 
had an attack of polyarticular pain. This had been re- 
peated at intervals and lately the characteristic de- 
formity of the foot (pied en lorgnette) was present and 
difficulty in weight-bearing. She had a glycosuria of 
3.16 per cent. 

Roentgenologically the findings were similar to 
those of the other 2 patients. Cuneiform osteotomy 
and capsuloplasty of the first metatarsal bone and 
metatarsophalangeal joint were performed, and re- 
section of the heads of the second, third, and fourth 
metatarsal bones. 

After 20 days in a cast the patient was provided 
with an orthopedic brace and dismissed with marked 
improvement. — John W. Brennan, M.D. 


Injuries of the Soft Tissues of the Shoulder; Diag- 
nosis, Prognosis, Treatment (Les traumatismes des 
parties molles de l’épaule; diagnostic, pronostic, Traite- 
ment). J. Toussaint. Acta orthop. belg., 1957, 23: 369. 


From A stupy based on 1,000 cases of shoulder in- 
juries, it is concluded that the course shows progres- 
sive exacerbation with age, because of degenerative 
lesions of the periarticular tissues and dysarthrosis of 
the cervical spine. The prognosis is uncertain and 
diagnosis extremely difficult, especially in patients 
who are seen a long time after the initial injury. In 
753 cases the injury involved the soft tissues alone, and 
the sex incidence was 651 males to 102 females. The 
highest age incidence was between 20 and 30 years, 
falling during the next two decades, and rising 
abruptly after 50 years of age. The incidence and 
duration of dislocations and avulsions of the major 
tuberosity were fairly similar to those of the soft tissue 
injuries. The reason for the increased incidence in the 
development of sequellae of shoulder injuries in 
patients between 40 and 50 years of age is to be sought 
in part in the degenerative lesions in the tendons 
which have been subjected to the numerous micro- 
traumatisms incident to manual labor. Similar de- 
generative lesions affect the serous bursae and the 
joint capsule with formation of adhesions and calcifi- 
cations. Scapulohumeral periarthritis may, of course, 
develop quite independent of any injury, and may be 
chronically progressive. Diagnosis is difficult and even 
when determined does not inevitably imply surgery. 
Pathologic changes in the cervical spine have reper- 
cussions in the shoulder and the whole upper limb, 
and it is particularly after the age of 40 years that one 
encounters vertebral reactions to disc degeneration. 
Attention has been drawn to the value of x-ray 
examination of the cervical spine in shoulder injuries, 
and to the part played by the cervical spine in the 
etiology of shoulder pain, by causing spasm of the 
vessels supplying the nerve roots and edema, or caus- 
ing painful contraction of the cervical muscles which 
finally leads to hyperirritability of the musculature of 
the shoulder. Since resorting to x-ray examinations in 


patients with shoulder injuries of long duration, the 
author has been impressed with the high incidence of 
arthrosis of the discs and with the images of osteo- 
phytic protrusions in the intervertebral foramina. 
The results of treatment have confirmed these con- 
ceptions. He believes that the cervical participation 
in post-traumatic pain in the shoulder is preponderant 
and that static disturbances and root irritations due 
to the associated disc arthrosis produce a muscular 
contracture involving the entire shoulder which is in 
itself painful and interferes with movement. Thus a 
vicious circle is established. Treatment must be 
directed to both contracture and radiculitis. 

To counteract these conditions immobilization is 
definitely contraindicated, at least for 4 or 5 days, 
except in fractures of the humerus. Cicatrization of 
the injured tissues should be allowed to take place 
with the shoulder in abduction of 90 degrees. If this 
proves too painful at first, it may be accomplished 
gradually with successive splints at progressively in- 
creasing angles, or with a splint the angle of which 
can be adjusted. Once the horizontal position is 
attained, active mobilization of the arm is attained 
in an astonishingly short time.: 

In cervical disc arthroses, spine stretching has been 
used to extend the intervertebral spaces and widening 
of the conjugations to reduce the projections of the 
discs and decompress the nerve roots. The patient is 
suspended in the sitting position by a collar under the 
chin and nape of the neck, thus exerting traction in 
the physiologic axis of the spine by the weight of the 
body. Occasionally there may be some discomfort 
because of irritation of the ceryical sympathetic and 
even transitory exacerbation of pain. If the latter is 
too severe, traction may be applied on an inclined 
plane, the angle being regulated according to indi- 
vidual tolerance. 

The second group of cases consisted of 106 patients 
in whom symptoms had persisted from 2 months to 2 
years or more. Most of these patients were more than 
48 years of age, and were engaged in heavy labor at 
the time of their accident. In patients of this type 
neurologic lesions are frequent, and may be the source 
of radiculalgia, maintained later by pre-existing 
cervical lesions to form a vicious circle. 

Muscular atrophy is likewise common, with fre- 
quent involvement of the deltoid, supraspinous, and 
subspinous muscles, and constitutes an important 
factor in the dynamic dysequilibrium developing 
between the abductors and adductors. Rotation of 
the humeral shaft in the glenoid cavity may have 
prognostic significance with regard to the recovery of 
complex shoulder movements. Its limitation is fre- 
quently associated with roentgenologic or neurologic 
signs of cervical discopathy or osteoporosis of the 
head of the humerus. One of its manifestations may 
be observed in about two-thirds of the cases. 

Roentgen studies of the cervical spine were made 
in 65 cases. The signs of discopathy include: (1) 
absence of physiologic cervical lordosis, (2) constric- 
tion of the intervertebral spaces, and (3) presence of 
osteophytes on the margins of the vertebral bodies, on 
the semilunar apophyses, and about the conjugations. 
The signs of disc arthrosis were found in 45 cases. 
There may be compressions not demonstrable on the 
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films, but which nevertheless give rise to cervical 
syndromes. 

Since the success achieved with cervical traction, 
its use has been extended. Good results were obtained 
in 13 of the 23 cases, satisfying results in 9 cases, and 
a mediocre result in 1 case. 

Of adjuvant therapeutic measures, the author men- 
tions placing the injured arm on an abduction splint 
at 90 degrees for 48 hours to relieve contracture. 
Mobilization is then used to bring back the contrac- 
tile power of the usually atrophied levator muscles. 
Heat applications are made in the form of short waves 
and fangotherapy and ultrasonics may be applied, 
after insuring the sensibility of the skin. Hydrocorti- 
sone injected into the joint at the level of the tendinous 
lesion yielded irregular results that might have been 
better in cases of shorter duration. Radiotherapy with 
semi-deep x-rays was tried in 6 patients and relieved 
pain, but was reserved for patients in whom progres- 
sive calcification of the joint capsule developed after 
a dislocation. The course might thus be slowed or 
arrested but no actual regression of the condition was 
to be expected. 

Concerning the nerve lesions in shoulder injuries, 
80 patients with shoulder injuries were subjected to 
neurologic examinations with positive results in 43 
cases, involving sensory nerves only in 26 and 
sensorimotor nerves in 17 cases. Thus radicular 
lesions were found to be most frequent but involved 
only the sensory innervation. Injuries to the pe- 
ripheral nerve trunks, although less common, fre- 
quently lead to associated motor disturbances. In 
order of frequency are involved the circumflex nerve, 
the suprascapular nerve, the nerve of the teres major 
muscle, and the internal cutaneous brachial nerve. 
The motor deficits and muscular atrophies that result 
have a direct influence on the movements of the shoul- 
der and are therefore of prognostic significance. 
Regeneration of nerve fibers may take a long time (3 
years in one case). Interrupted galvanic shocks and 
sinusoidal currents should be applied, and regenera- 
tion of the nerve fibers be promoted by ionizations. 

—Edith Schanche Moore 


Diagnostic Procedures in Cases of Injuries and De- 
velopmental Abnormalities of the Posterior Roof of 
the Acetabulum (Die Diagnostik von Verletzungs- 
folgen und Entwicklungsstoerungen am_hinteren 
ALBERT GOs. Zschr. Orthop., 1958, 89: 


THE pDIAGNOsis of posterior dislocation of the head of 
the femur with injuries to the posterior portion of the 
acetabular roof can often be very difficult. The author 
first describes the Dunlap technique which requires 
the patient to sit upright on the x-ray table. The 
tilted x-ray tube projects a picture on a film which is 
somewhat distorted, but shows the anatomic relation- 
ship of the posterior aspect of the acetabulum and 
femoral head. The author’s technique requires the 
patient to sit bent over, at the end of the table, and 
the x-ray tube is centered over the sacrum. This 
technique demonstrates very clearly the posterior as- 
pect of the acetabulum, and any pathologic condition 
of the posterior half of the head, neck, and trochanter 
of the femur. 


In this article, the author presents reproductions of 
roentgenograms in cases of posterior dislocations of 
the hip, Legg-Perthes disease, congenital dislocations 
of the hip, and subluxation of the hip joint. 

—George I. Reiss, M.D. 
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Urgent Surgery for Finger Flexor Tendon and 
erve Lacerations, KenatH H. Sponser. 7. Am. 
M. Ass., 1958, 166: 1567. 


THIs ARTICLE is an outline of the care of flexor surface 
lacerations to the fingers and thumb and is designed 
to serve as a guide for the surgeon whose experience 
is insufficient to have established a definite pattern 
of care for injuries in these areas. After a. short re- 
view of the anatomy of the hand, the author discusses 
the importance of learning the exact history of the in- 
jury and points out that tendon suture is rarely un- 
dertaken if the wound is more than 6 hours old. Ex- 
ceptions are made in very clean incised wounds with 
minimum contamination. 

Local examination should be carried out under 
aseptic conditions with the examiner masked. When 
the tendons are completely divided, there will be 
loss of function beyond the area of division and in 
case of nerve injury there will be absence of sensation 
to pinprick. The author points out that wounds 
should not be explored or probed at this stage of the 
examination. He emphasizes that operation should 
be carried out in a dry field, preferably under general 
anesthesia, and reviews methods of wound prepara- 
tion and the instruments, technique, and suture 
materials required. 

The author discusses the preferred technique of 
tendon repair based upon the level of injury. When 
the profundus tendon only is divided within one inch 
of its insertion, he advocates advancement of the 
proximal end of the lacerated tendon to the fingertip 
and fixation with stainless steel wire sutures placed 
through the proximal end of the tendon and the 
distal phalanx and tied over the nail. The divided 
nerves are sutured with No. 000000 white silk or eye 
silk. With injuries to the profundus tendon over the 
middle phalanx, the author advises either end-to-end 
tendon suture or resection of a short portion of the 
distal stump in order to advance the suture line 
distally. He points out that if the profundus tendon 
is sutured near the area where the sublimis tendon 
may have been injured, adherence surely will take 
place. For injuries over the proximal phalanx, the 
author advises excision of the sublimis tendon and 
end-to-end suture of the profundus tendon. He states 
that only those surgeons who have mastered simpler 
tendon injuries should undertake the primary repair. 
Should there be any doubt about this, the author ad- 
vocates the usual preparation of the wound, approxi- 
mation of the nerves, and wound closure with no at- 
tempt made to approximate the tendons. He points 
out that exploration for the tendons or excessive 
handling of the tissues promotes fibrosis and, if scar- 
ring is kept to a minimum, within 3 or 4 weeks an 
elective tendon graft may be performed by one 
familiar with the procedure. 
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When the long flexor tendon of the thumb is 
injured, one may expect good results if the repair 
is done carefully. It is stated that adherence of the 
sutured area depends considerably on the amount of 
damage to the small muscles of the thumb which is 
present. 

Postoperatively the author advises bulky dressings 
with flexion of the wrist and finger. In children, long 
arm casts are advised. Immobilization is maintained 
for 3 weeks and wire sutures emerging from the finger- 
nail bed are removed in 3 to 4 weeks after surgical 
repair. The author also points out that should ad- 
herence of primarily sutured tendons prevent active 
motion, lysis of the repaired tendon is a wasted pro- 
cedure. He also states that repair following stab 
wounds dividing the profundus tendon over the 
proximal phalanx does not give good results in his 
experience. He states that if no suture is done the 
finger will have a normal metacarpophalangeal joint 
and good motion at the proximal interphalangeal 
joint. He believes that the loss of active motion at the 
distal joint in an otherwise normal finger is preferred 
to one with a little motion in each interphalangeal 
joint as a result of surgical failure of the profundus 
suture. — John H. Schneewind, M.D. 


Present Indications for Arthrodesis of the Hip Joint 
in Adults Based on 90 Cases (Indications actuelles de 
Parthrodése de la hanche chez l’adulte; a propos de 90 
observations). M. GuILLEMINET and ‘J. DESBROSSES. 
Lyon chir., 1958, 54: 161. 


THE BEST RESULTS of arthrodesis of the hip joint 
were usually obtained when a combined intra- 
articular and extra-articular technique was used. 
Experience has shown that most fusions of the hip 
require additional bone grafting. Subtrochanteric and 
intertrochanteric osteotomies are also used more and 
more frequently. Hip arthrodesis is perhaps the most 
serious surgical procedure in this region, and the 
mortality is high. There were 6 deaths in this series 
of 90 patients. ‘’hrombophlebitis is frequent especially 
with intra-articular procedures. There was an in- 
cidence of 7 per cent of such complications with one 
death. 

The results of arthrodesis of the hip depend on 
several factors. A solid ankylosis in a position of 10 
to 15 degrees of abduction, 20 degrees of flexion, and 
neutral rotation is ideal. The condition of the knee 
joint, the sacrolumbar region, and the opposite hip 
is important as well. The best functional results 
have been obtained in young women and in manual 
workers. 

The best indications for fusion are: 

1. Unilateral degenerative arthritis of the hip, 
i.e. in unilateral subluxations and aplasia of the 
acetabulum, or in case of a poor result following 
arthroplasty. 

2. Tuberculosis of the hip joint in adults in which 
a combined intra-articular and extra-articular pro- 
cedure should be used. 

3. Old unilateral congenital dislocations in adults 
in which an arthrodesis is the procedure of choice. 

4. In some bilateral dislocations one hip may be 
fused and conservative procedures used in the opposite 
one. 


5. Paralytic hips, Charcot hips, and pseudarthrosis 
of the femoral neck are conditions that are only very 
rarely indications for fusion. 

— Joseph C. Mulier, M.D. 


Repair by Tenoplasty. 
Marsu, H. O. ANnprErson, and Octavio 
slid Am. Surgeon, 1958, 24: 273. 


THE AUTHORS stated that the patella and its role in 
effective knee mechanism have been emphasized to 
the point where it has received an unwarranted status 
of inviolability. In their opinion the patella is a useful 
part of the knee mechanism when normal, but when 
it is defective, it may interfere so severely with func- 
tion that an otherwise competent knee may be reduced 
to ineffectiveness. 

The indications for patellectomy listed by the 
authors are as follows: comminuted fractures, mal- 
united fractures, nonunion, advanced osteoarthritis 
of the patellofemoral mechanism, chronic symptomatic 
chrondromalacia, and recurrent dislocation of the 
patella with degenerative changes. For 15 years the 
authors have utilized a technique of patellectomy 
with quadriceps tenoplasty, which affords the follow- 
ing advantages: (1) immediate antigravity strength 
of the suture line, (2) rehabilitation with quadriceps 
exercises and knee motion possible on the first post- 
operative day, (3) immediate partial weight-bearing, 
(4) freedom from postoperative immobilization, and 
(5) simple surgical technique and postoperative care. 
In essence, the authors’ method of patellectomy in- 
volves sharp dissection of the patella from its position 
in the quadriceps mechanism, after which a routine 
closure of the suture line is carried out. When this 
defect in the quadriceps mechanism has been re- 
paired, the authors then turn two triangular flaps of 
quadriceps tendon from above with the bases pointed 
distally, use these two flaps to cross the suture line, 
and implant them in the distal portion of the quadri- 
ceps mechanism distal to the point of suture by means 
of fixation in a tunnel. Excellent drawings illustrat- 
ing the technique are included in the original 
article. 

Thirty-one patients, 15 males and 16 females, have 
been treated in this manner. Their average age was 
46 years. The youngest patient was 17 years of age 
and the oldest was 73, The median length of the post- 
operative follow-up period was 2.5 years. Fourteen 
patients underwent the procedure as a consequence 
of acute patellar fracture. Nine patients had osteo- 
arthritis, 5 had severe chondromalacia, 2 had non- 
union or malunion, and 6 had recurrent dislocation 
of the patella associated with degenerative disease of 
the joint. 

The results obtained in 11 cases were excellent; in 
15, good; and in 7, fair; in 3 patients the results were 
considered to be poor. Patellectomy produced the 
poorest results when performed for old recurrent dis- 
locations with degenerative changes, and best results 
when used for acute fractures. The average patient 
returned to his vocation in 8 weeks. The authors used 
a method of measurement of the quadriceps power in 
pounds at varying degrees of flexion, from 90 to 180 
degrees, and used these figures to assess their results. 

—FEiner W. Johnson, M.D. 
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Excision of the Germinal Matrix; A Unified Treat- 
ment for Embedded Toe-Nail and Onychogrypho- 
sis, A. W. Fower. Brit. 7. Surg., 1958, 45: 382. 

THE AUTHOR treated 100 toe nails with the operation 

described by Quénu in 1887. Quénu proved ex- 

perimentally that only the lunular matrix is nail- 
forming and that if the lunular matrix is excised the 
remaining matrix becomes cornified and covered 
with horny lamellae, not forming true nail tissue. The 
cornification of the sterile matrix which occurs as a 
result of excision of the whole germinal matrix gave 
the wrong impression that the whole matrix is nail- 
forming. The cells of the germinal matrix grow 
longitudinally, whereas those of the sterile matrix 
grow only in thickness (Fig. 2a). In the embedded toe 
nail the essential pathologic condition consists of an 
ulceration of the nail groove between the nail edge 
and the nail wall, the swollen nail wall overlapping 
the nail (Fig. 1). The term “‘ingrowing nail” should 
be changed to the better term “embedded nail.” 

There is no active ingrowing of the sides of the toe 

nail. 

The causes of embedded nails are: (a) nail wall 
pressure, (b) nail deformity, and (c) sweat and dirt. 
The relative incidence of embedding of the outer side 
of the nail (42 of 50) is explained by the contact 
pressure from the second toe. Flat nails with sharp 
edges abutting against the nail wall give rise to more 
trouble than thick nails. Self-inflicted nail deformity 
was most commonly observed when nails were cut 
short, the nail pulp being left unsupported at the toe, 
and weight bearing pressed the soft tissues into and 
around the nail edges, enhanced by a retained spike 
of nail in the nail groove. Pointed shoes are rarely to 
be blamed for embedding. Retaincd sweat leads to 
maceration of the nail groove, predisposing to ulcera- 
tion and infection. Once the infection is established 
the condition becomes self-perpetuating. 

Onychogryphosis is caused by thickening of the 
nail due to disordered growth of the germinal matrix, 


Fic. 3. 


Fic. 1 (Fowler). 


or is due to thickening of the matrix which causes 
elevation of the nail by horny lamellae (Figs. 2b and 
2c). Combination of these two types with fungus in- 
fection is frequent. Removal of the buried nail is an 
essential preliminary to any operation for a septic and 
embedded nail. The author prefers to wait 4 weeks 
before removal of the germinal matrix. 

The operative procedure is as follows: Under ring 
block anesthesia with a rubber band tourniquet two 4 
inch incisions are made at the junction of the nail fold 
and the nail wall. Three flaps, consisting of skin only, 
are dissected and the epithelial layer on the deep 
surface of the nail fold is left in situ (Fig. 3). With the 
skin flap retracted a block of tissue consisting of the 
germinal matrix and the overlying deep layer of the 
nail fold and nail wall is dissected, followed by 
stitching-back of the skin flaps to cover the raw area. 
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In case of a unilateral embedded nail the excision of 
the germinal matrix is limited to a segment only 4 
inch wide at the nail corner. (Fig. 4). 

The author reports only one failure in 100 opera- 
tions. The use of a curette is contraindicated and a 
sharp knife should be used for exact dissection. 

With a few exceptions excision of the germinal 
matrix is the most satisfactory treatment for surgical 
disorders of the nail. —Ernest H. Bettmann, M.D. 


FRACTURES AND DISLOCATIONS 


An Experimental Study of the Evolution of the 
Fracture Callus by Arteriography (Ricerche speri- 
mentali sull’evoluzione del callo di frattura mediante 
lo studio arteriografico). L. Boccut, G. F. De Montis 
and A. Magstri. Ateneo parmense, 1958, 29: 3. 


EIGHT ADULT Docs formed the material for this study. 
In 4a fracture was produced by osteotomy of the tibia, 
in the other 4 by osteotomy of the femur. The frac- 
tured limb was immobilized in a plaster cast. The 
casts were removed for arteriography at intervals of 
10 days until the fractures were consolidated. The 
opacifying substance used was hypaque (sodium salt 
of 3.5-diacetamide-2, 4, 6-triiodo-benzoate) under 
strong pressure. Usually the injection was made in the 
femoral artery on the contralateral side; in some in- 
stances, because of hematoma formation with cicatri- 
cial tissue about the vessel, the injection was made 
on the same side. A number of illustrations accompany 
the text. 

In all instances the findings were similar. Im- 
mediately after operation the arteries of the injured 
limb presented a spastic appearance, which was as- 
cribed to the trauma of operation. 

After 10 days the fracture area showed an increased 
blood supply with better visualization of the second- 
ary arterial branches. After from 15 to 20 days a few 
slender new-formed vessels were found parallel to the 
fractured bone and displaying short, delicate 
branches which pursued an irregular and tortuous 
course and then anastomosed with one another. In 
addition slender collateral branches, arising from 
various arteries of the thigh and leg were frequently 
visible. All this was best seen during the capillary 
phase. The fracture fragments were always displaced 
and over-riding. 

By the thirtieth day the process of new vascular 
formation had apparently reached its acme. At the 
fracture site, the tiny blood vessels had formed a 
rather dense rete of fusiform appearance, resembling 
a glomerulus. At this phase the callus had entered 
the fibrous stage and the beginning deposition of 
calcium salts had given an indistinct, washed-out 
appearance to the edges of the bone fragments. 

As calcification of the callus proceeded, the vas- 
cular activity began to regress, until at about the 
fifty-fifth day the arteriographic picture had returned 
to normal. 

Of exceptional interest was one instance in which 
thrombosis of the femoral artery in the upper part of 
the thigh developed. After 30 days the control arterio- 
gram disclosed an efficient collateral circulation from 
the inferior epigastric and the internal iliac arteries. 
The collateral vessels united with the femoral artery 


in its inferior third and helped form the usual rich, 
new arterial rete, or periosteal arterial reticulum. 
Since this fracture was slow in consolidating, the 
authors conclude that trauma to the blood supply 
can delay but not prevent the process of fracture 
healing. 

Since the vascular system of the bone marrow can- 
not be visualized arteriographically, the authors 
infer that the endosteal vascular system is unable to 
respond adequately to the requirements of the process 
of fracture healing. — John W. Brennan, M.D. 


Therapeutic Problems in Fractures in Small Chil- 
dren (Zur Therapie der Frakturen im Kleinkindes- 
alter). H. SEvFARTH. Chir., 1958, 83: 72. 


THERE ARE SPECIAL BIOLOGICAL REACTIONS in the phase 
of bone growth in children, one of them being the 
irritability of fast-growing cells with maximal growth 
intensity at birth and in the first years and then 
gradually decrease. Every sixth fracture in child- 
hood is in the epiphysial level because of the firm 
ligamentous fixation and more elastic bone, with most 
of the fractures on the convex side. The importance of 
exact reposition is stressed in order that later de- 
formities, shortening, or excessive growth lengthwise 
may be prevented. 

The frequent occurrence of greenstick fractures is 
explained by the presence of a much stronger periosteal 
layer with a third cambium layer and osteoblasts. 
Wire traction is not recommended before the fifth year 
because it tends to cut through the bone. 

Fractures of the upper arm before the age of 6 can 
be treated in adduction without danger of later 
shoulder stiffness. 

The supracondylar fractures are most often treated 
in elbow flexion, sometimes requiring the introduction 
of Kirschner wires. 

In the lower arm fractures open reduction is rarely 
indicated and use of the intramedullary nail is the ex- 
ception. 

Of 21 femoral fractures only one required open re- 
duction, while 19 lower leg fractures could all be 
treated with plaster immobilization. 

In summary, of 102 cases of preadolescent fractures 
only 6 (5.8 per cent) required surgical correction. 

— Ernest H. Bettmann, M.D. 


Residual Spinal Injuries from Automotive Crashes: 
Biomechanical Considerations of Pre-Impact, Im- 
act, and Post-Impact Factors Involved in Their 
roduction, Jacop Kutowsk1. South. M. 7., 1958, 51: 
367. 


REsIDUAL INJURIES of the neck and back following 
accidents are frequent. The author attempts to relate 
these injuries to pre-impact, impact, and post-impact 
factors. Relevant data were secured from the medical 
records of patients with such injuries; 100 of these had 
neck injuries, 100 low back damage, and 50 suffered 
from both types. The duration of symptoms was a 
matter of weeks or months. 

The pre-impact situation showed that 77.6 per cent 
of these patients were men drivers and 22.4 per cent 
were women drivers, 50 per cent of the total group 
being drivers. Of the right front seat passengers, 12 per 
cent were men and 55.5 per cent women. Back seat 
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passengers comprised 16.40 per cent. Eighty per cent 
of the vehicles were automobiles. The sexes were 
about equally divided. Drivers between 20 and 45 
years exceeded those between 45 and 60 years in a 
ratio of 4 to 1. 

From a biomechanical standpoint, considerable 
flexibility of the lumbar spine and related body link- 
ages as well as coordination and strength of the spinal 
and adjacent musculature are necessary. Many 
stresses are present and, in addition, the usual po- 
sition of being slumped forward tends to aggravate 
this situation. Eighty per cent of the patients in this 
series suffered from various spinal defects and defi- 
ciencies; 109 of these were drivers and 106 were passen- 
gers. Arthritis of the spine was the most common 
abnormality (60 per cent). One-third of those with 
arthritis were drivers. Restriction of motion was 
common. 

About 85 per cent of the cervical, 75 per cent of the 
dorsolumbar, and 90 per cent of the mixed types of 
injuries were due to collisions. A little less than half 
of the cervical injuries resulted from rear-end impacts 
with angular and forward impacts the next most fre- 
quent cause. Twenty-five per cent of the back injuries 
came from forward impacts with the rest due to rear- 
end collision and ‘‘roll overs.’ The order of frequency 
in the cases of combined injury was angular, “‘roll 
over,” forward, and rear-end impact. In this series of 
cases approximately one-third were open chain re- 
actions, one-third closed chain, and the remainder 
could not be classified. 

Clinical results are often obscured by extraspinal 
complications and various accessory spinal findings. 
This series of cases was divided into those without and 
those with positive radiologic findings. The need for 
some type of disability evaluation because of medi- 
colegal complications offers another difficulty. Two 
major pitfalls in diagnosis were arthritis and disc 
disturbances. 

An important factor in spinal injury resulting from 
automobile crashes is the essential instability of the 
seated posture. Another one is the pre-impact physical 
condition of the patient. Diagnostic pitfalls must not 
prevent satisfactory diagnostic compromise. As these 
accidents multiply, it will be necessary to increase our 
biomechanical knowledge of the vertebral column. 

—Donald C. Geist, M.D. 


Intervertebral Disc Changes in Spinal Fractures (Die 
Bandscheiben bei Wirbelsaeulenverletzungen). H. 
Urpermutu. Z6l. Chir., 1958, 83: 51. 


OrtEN OVERLAPPING of physiological age changes and 
superimposed trauma of the spine is noted. The 
author differentiates 3 lesions: 

(1) the localized disc injury, 

(2) the disc lesion resulting from compression due 
to hyperflexion, and 

(3) the disc lesion due to hyperextension. 

Wear and tear changes as the result of minimal 
traumas are common after the second decade. Only 
dorsal and dorsolateral disc protrusions are painful, 
resulting in spinal root compression and ligamentum 
flavum stretch of the afferent pain fibers. Of 366 spinal 
injuries only 14 (3.8 per cent) showed disc lesions 
(Lob). This is explained by the greater disc resistance 
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in comparison to the more vulnerable rigid vertebral 


y- 

In the more frequent hyperflexion mechanism the 
discs seem to be the cause for the vertebral compression 
as their resiliency is enhanced by the nucleus pul- 
posus and finally leads to annulus fibrosus tears fol- 
lowed by only lateroanterior protrusions, which ex- 
plain the absence of the cord or root compression 
syndromes. 

In spinal trauma due to hyperextension the author 
could demonstrate the absence of compression frac- 
tures, but the presence of marginal fissure fractures 
and partial tears of the anterior longitudinal ligament 
with completely intact discs prove the greater re- 
sistance of fibrous and fibrocartilaginous tissue. 

The following conclusions were given; localized 
disc damages can occur as the result of daily wear and 
tear of an already degenerated nucleus pulposus. In 
the more frequent hyperflexion types the discs remain- 
ing intact cause the vertebral deformity. In hyperex- 
tension injuries the dorsal disc segment tears or pro- 
lapses only in connection with laminar fractures. 

— Ernest H. Bettmann, M.D. 


The Diagnosis of Dislocation of the Hip in Newborns 
and the Primary Results of Immediate Treatment. 
L. AnpREN and S. von RosEN. Acta radiol., Stockh., 
1958, 49: 89. 


THE AUTHORs describe Ortolani’s simple method for 
detecting congenital dislocation of the hip in the 
newborn by forced abduction with the production of 
a definite click when the head snaps over the socket 
wall. They consider this to be a reliable means of 
diagnosing congenital dislocation of the hip, but also 
state that some simple x-ray method for demonstra- 
tion of congenital dislocation of the hip in the new- 
born is of value. Their method of diagnosis of con- 
genital dislocation of the hip involves abduction of 
the leg to at least 45 degrees with appreciable inward 
rotation of the femur. Anteroposterior roentgenograms 
of the pelvis and femur are then taken, and a line 
is drawn up the long axis of the femur on each side. 
If the hip is normal, the line of the femoral shaft will 
be directed toward the upper edge of the bony ace- 
tabular wall. In the presence of congenital dislocation 
of the hip, the line will point to the anterosuperior 
iliac spine. It is stressed that abduction should be at 
45 degrees or more, and that a fair degree of inward 
rotation should be used to overcome the usual ante- 
version of the femoral neck in the newborn. This 
method of roentgenographic verification of congenital 
dislocation of the hip is satisfactory only if the dis- 
location exists at birth and is not due to congenital 

uring the 5 year period from 1952 to 1957, 15,373 
children were examined for congenital dislocation of 
the hip by Ortolani’s method. Congenital dislocation 
of the hip was discovered in 14 of them, being bi- 
lateral in 13 and unilateral in oné. The rate of occur- 
rence was 0.1 per cent. 

In the last 8 cases in this series each child was 
treated by means of an aluminum abduction splint 
placed in such a manner as to maintain abduction 
and external rotation. If treatment is started im- 
mediately after birth, immobilization of the hip in 
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this position for a few weeks is sufficient and the 
authors noted that after 16 days of immobilization 
the joint could no longer be dislocated. 

The article is well illustrated with roentgenograms 
demonstrating the authors’ method for verifying the 
clinical diagnosis of congenital dislocation of the hip 
by roentgenographic means. 

—Einer W. Johnson, Jr., M.D. 


ORTHOPEDICS IN GENERAL 


The Function of the Donor Tissue in Experimental 
Operations with Radioactive Bone Grafts, Mar- 
SHALL R. Urist, Norman S. MacDonatp, and 
JENIFER JowsEY. Ann. Surg., 1958, 147: 129. 


AN ATTEMPT is made in this article to show the fate 
of bone grafts and how they affect the local tissue 
in repair of a bone defect. 

The method used is the tracing of radioactive Ca*®, 
Sr®, and Y%. These substances were injected into 
young rabbits which were then sacrificed at intervals 
from 1 to 112 days. Bone was taken from them and 
refrigerated at —30 degrees C. and used as bone 
grafts in 32 young rabbits. The radioactive grafts 
were placed in a 3 mm. drill hole in a tibia of each 
of the hosts. The hosts were then sacrificed and the 
area of grafting was studied by various methods. The 
entire tibia was x-rayed; sections were cut of the 
graft area 1.0 mm. to 3.0 mm. thick which were (a) 
microradiographed, (b) microautoradiographed, and 
(c) decalcified and stained with azure II, toluidine 
blue; and the Hotchkiss procedure for mucopoly- 
saccharides of the ground substance and cement 
substance carried out. 

In succeeding sections, the host epiphysis grew 
away from the donor graft. About each graft a defi- 
nite cement line developed. On one side the host new 
bone had large branching osteocytes; on the other 
the donor tissue was amorphous and the lacunae were 
empty or had pyknotic nuclei. There was a marked 
response on the part of the host bone with new bone 
formation represented by lamellae of new bone on the 
cement substance. Areas of resorption of donor bone 
were represented by dilated capillaries on the irregular 
surface of highly mineralized old bone. These tissue 
reactions were adjacent to each other. This marked 


response subsided in a few weeks and in 8 to 12 weeks 
the donor bone was covered by new bone and the in. 
tense cellular reaction subsided. About the donor 
bone was the cement substance. 

Correlation of radioactivity in the donor tissue 
with the volume of remaining donor tissue was made. 
In 22 grafts it was seen that the donor tissue was 
gradually absorbed and the radioactivity was roughly 
proportional to the volume of the remaining donor 
tissue. 

In another experiment, the volume of the donor 
graft and its radioactivity gradually decreased and 
the radioactivity of the host normal tissue increased 
proportionately. This absorption took place by the 
blood stream and not by local translocation; this was 
proved by the fact that microradiographs and auto- 
microradiographs showed high emission of rays from 
the donor bone but very little radioactivity from the 
appositional new bone. 

The mineral content of the donor and host bone 
was examined by microradiographs. The donor bone 
and the host compacta were the most radio-opaque 
while the spongiosa was less so. The layer of new bone 
adjacent to the cement line (clearly visible in histologic 
sections) was not visible in the microradiographs. 

The authors discuss local ion exchange between 
graft and host and translocation of the bone salt 
locally, both of which they believe do not occur. 
They point out that the former would be difficult to 
prove, and the latter was disproved by their micro- 
radiographs which showed little radioactivity of host 
new bone. The specific induction of the donor for 
hyper-mineralization has not been proved according 
to the authors. They point out that an inductive 
action of the donor for new bone formation has not 
been proved. They could not show any proof of sur- 
vival of donor cells. 

In summary, the authors state that a bone graft 
induces the host to fill a defect when less than one- 
third of its volume has been absorbed. The donor 
mineral and matrix are absorbed into the host cir- 
culation and not transferred locally to the host bed. 
The function of the donor tissue is to provide a net- 
work for growth of the host new bone. The full 
knowledge of this induction is not presently available. 

— Richard G. Saxon, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Clinical Management of Posttraumatic Rupture of 
the Thoracic Aorta. B. EtseMan and W. G. Rainer. 
J. Thorac. Surg., 1958, 35: 347. 


More THAN one half of the tears of the thoracic aorta 
which follow severe nonpenetrating injuries are 
located just distal to the left subclavian artery. 
Usually the tears are transverse and may be com- 
pletely circumferential. When all layers of the aorta 
have been ruptured death is immediate; but not 
infrequently, the intima is torn with varying thickness 
of the media and adventitia remaining intact. In 
this situation rupture of the aorta will be delayed for a 
variable period of time. A review of the reported 
cases in the literature indicates that early aortic 
rupture characteristically occurs 3 to 4 weeks after 
the trauma. However, posttraumatic aneurysms which 
are discovered one month or more after injury may 
have a benign course with little or no increase in size 
over a period of many years. 

Six clinical cases are presented which illustrate 
the natural history of posttraumatic rupture of the 
aorta, and which bring out important features in the 
clinical management of this condition. 

For asymptomatic aneurysms that are found a 
month or more after injury, conservative treatment 
is recommended. This procedure may be followed 
indefinitely if serial roentgenograms at 6 month 
intervals reveal no increase in size in the aneurysm. 
If symptoms occur, or if there is an increase in size 
in the aneurysm, operative resection is necessary. 

In the immediate posttraumatic period a high 
index of suspicion and an aggressive operative ap- 
proach are advised. The decision to operate is based 
on careful evaluation of vital signs, serial roent- 
genograms of the chest, and evidence indicating 
blood loss and hemothorax. Thoracotomy is done 
when an incomplete laceration of the aorta is seriously 
suspected. As was illustrated by one case report, a 
small intimal tear may be missed on external examina- 
tion of the aorta, and in the presence of diffuse peri- 
aortic ecchymosis one should consider an exploratory 
aortotomy in this region. 

Hypothermia to 30 degrees C. and some type of 
bypass shunt around the aneurysm should be used 
during resection to minimize the likelihood of spinal 
cord damage and to prevent the heart from being 
overburdened while working against the occluded 
thoracic aorta. —George R. Holswade, M.D. 


Segmental Thrombo-obliterative Disease of Branches 
of Aortic Arch, Micuaet E. De Bakey, GzorcE C, 
Morris, Jr., GEORGE L. JoRDAN, JR., and DENTON A. 
Coorey. 7. Am. M. Ass., 1958, 166: 998. 


SEGMENTAL THROMBO-OBLITERATIVE DISEASE of branch- 
€s of the aortic arch is also known as Takayasu’s dis- 
ease, Martorell’s syndrome, or pulseless disease. In this 
clinical entity ischemic disturbances and the absence 
of pulses in the head, neck, and upper extremities 


result from occlusion of one or more of the major vessels 
arising from the aortic arch. Originally thought to 
occur predominantly in Japan, more recent reports 
have indicated a widespread geographic distribution. 
The etiology of the condition is unknown. The 
microscopic picture is similar, to that of periarteritis 
nodosa with intimal proliferation and thrombotic 
obliteration of the media and adventitia. This disease 
with its segmental involvement of the innominate, 
carotid, and subclavian arteries is somewhat analogous 
to the Leriche syndrome, in which there is localized 
thrombotic obliteration of the terminal aorta and 
its branches. 

The clinical picture depends upon the arteries 
involved, the degree of obliteration, and the adequacy 
of the collateral circulation. The most striking findings 
in the upper extremities are the absent pulsations 
and blood pressure. However, since the process 
develops slowly and insidiously, the symptoms in the 
upper extremities are usually mild, consisting of 
weakness, paresthesias, and claudications. Cerebral 
ischemia may cause a varying degree of neurologic 
disturbance from mild headaches and vertigo to 
convulsions and paralysis. 

Two successful surgically treated cases of this disease 
are reported. In one patient blood flow was restored 
to the right subclavian and right carotid arteries 
using an Edwards-Tapp nylon bifurcation tube as a 
bypass from the ascending aorta. In the second patient 
a more localized obstruction in the left subclavian 
artery was removed by thromboendarterectomy. Both 
patients were relieved of their symptoms and were 
able to return to work. —George R. Holswade, M.D. 


Contribution to the Study of the Problem of Arterial 
Reconstruction. (Text in Greek). C. N. ALivisaTos, 
E. Lecos, C. Bonettos, and D. Prrsinis. Acta chir. 

hellén., 1958, 5: 94. 


THE AUTHORs present their findings on arterial recon- 
struction in a series of 20 dogs. The technique they 
used involved the replacement of a 10 to 12 cm. seg- 
ment of the thoracic aorta with a prosthesis made of 
orlon cloth. During the anastomosis, they maintained 
the blood flow to the distal aorta through the use of 
a glass tube, the ends of which were placed in the cut 
ends of the aorta and fastened in place with tape. An 
end-to-end anastomosis was made with the orlon tube 
and the aortic cuffs around the glass tube by-pass. 
The latter was removed through a longitudinal small 
cut in the aorta after the anastomosis had been 
completed. 

Moderate oozing occurring after the establishment 
of blood flow through the orlon cloth was easily 
checked with wet gauze within a few minutes. 

The results are reported as quite encouraging in 
long term (many months) follow-up. The latter con- 
sisted of aortographies and sacrifice of the dogs at 
intervals. The authors fourd extensive endotheliza- 
tion of the prosthesis and they think that it was pro- 
duced from fibroblasts that invaded the prosthesis. 
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The wall of this aortic substitute was first thicker near 
the ends, but within a few weeks it became thick in 
the middle area as well, through the proliferation of 
fibroblastic tissue. The foreign body reaction around 
the orlon was minimal. All in all, the authors found 
this mode of substitution for the diseased aorta quite 
satisfactory. | —Nicholas J. Demetrakopoulos, M.D. 


Undifferentiated Leiomyosarcoma of the Femoral 
Vein (Leiomyosarcome primitif de la veine fémorale). 
Cu, Cuatant, A. Vincent, Ci. Fitvez, and JEAN 
Maisin. Acta chir. belg., 1957, 56: 815. 


THE AUTHORS report a case of undifferentiated leio- 
myosarcoma of the femoral vein, an extremely rare 
lesion. In 1953 the 45 year old male patient started 
to notice a painless swelling in his right foot and in 
the lower third of his right leg. One year later the 
swelling extended up to the knee and a mildly tender 
mass appeared on the innersurface of the right thigh. 
In 1956 the patient was seen by the authors. The leg 
was uniformly swollen at that time. A firm pulseless 
tumor was palpable over the medial aspect of the thigh, 
in the region of the adductor canal. Arteriography 
revealed displacement of the femoral artery within 
the adductor canal and a tortuous arteriolar pattern 
in that area. The angiogram failed to reveal the 
femoral vein. There was an abrupt blockage to the 
flow of the dye at the lower third of the thigh. 

On surgical exploration through a longitudinal 
incision a tumor within the vascular sheath, extending 
from the inguinal ligament to the hiatus of the 
adductor magnus, was found. The tumor could be 
separated from the artery and the nerves. The femoral 
vein was ligated superiorly, through uninvolved parts, 
through the iliac vein, and inferiorly, 2 cm. below 
the adductor hiatus. Postoperatively the patient ex- 
perienced an uneventful recovery with disappearance 
of the edema. 

The tumor involved the external part of the media, 
at no place extending beyond the borders of the vein. 
The cells showed marked polymorphism with every 
variation between fusiform smooth muscle cells and 
monstrous giant cells with giant nuclei. On multiple 
sections it was possible to find areas where transfor- 
mation of the media musculature into sarcomatous 
growth could be observed. 

This observation excludes with certainty the usual 
error of mislabeling a sarcoma invading the vein 
from the outside as originating from the vein. About 
10 months after surgery the patient presents pain in 
the right thigh, an elevated blood sedimentation rate, 
and a Paget-like roentgen-ray lesion in the rami 
of the pubis and of the ischium, which in all proba- 
bility indicates a recurrence. 

On scanning the world literature the authors found 
only 2 more cases of leiomyosarcoma of the femoral 


vein. —Gunars Medins, M.D. 


The Technique of Embolectomy (Zur Technik der 
Embolektomie). W. RigEBEN. Helvet. chir. acta, 1957, 
24: 588. 

‘THE EMBOLECTOMIES performed by the author during 

the last decade were fairly generally followed by 

amputation, which in retrospect is ascribed to faults 
in management as well as in technique. 


The localization and incidence of emboli in the 
peripheral arteries are discussed on the basis of 1,143 
reported cases in the literature. The favorite site of the 
emboli was a bifurcation in the upper extremity, 
Emboli were found in the axillary artery at the origin 
of the subscapular artery in 8 per cent of the cases and 
in the brachial artery at the site of its division in 6 
per cent. 

Emboli were also found at the bifurcation of the 
aorta in 8 per cent of the cases; in the iliac artery 
(at the origin of the hypogastric artery) in 15 per cent; 
in the femoral artery at the origin of the profunda 
femoris, in 46 per cent; in the popliteal artery in 13 
per cent; and in the tibial artery in 3 per cent. 

The author, who recently performed 4 consecutive 
successful embolectomies, points out the value of 
arteriography in establishing the diagnosis. A fresh 
embolus is characterized in the arteriogram by a 
sharply demarcated, convex-filling defect. 

In the presence of a full-blown ischemic syndrome 
with loss of sensation, severe pain, motor paralysis, 
discolored skin, and coldness of the extremity, im- 
mediate surgical intervention is indicated. 

In cases with less severe ischemia, namely with 
intact sensation and motor function, with only 
moderate hypothermia and tolerable pain, attempts 
to improve the condition by conservative means 
should be terminated after a few hours and embolec- 
tomy performed if no improvement is obtained. 

The incidence of thrombosis more than 10 hours 
after embolization is 5 to 10 times as high as that 
following embolization within the 10 hour interval 
because of damage to the intima secondary to 
ischemia. Embolectomy is contraindicated 48 hours 
after the embolus occurs, and if embolectomy has 
been delayed for some reason beyond this period of 
time, grafting, thrombendartectomy, or sympa- 
thectomy is indicated. 

In performing an embolectomy the author tries to 
obtain an adequate back-bleeding, invariably em- 
ploying the retrograde flush technique as introduced 
by Lerman et al. (1930). If the back-bleeding is in- 
adequate the author recommends careful systematic 
heparin treatment only in embolectomies distal to 
Poupart’s ligament. — Henry Gans, M.D. 


The Action of Fibrinoclase on Normal and Artificially 
Altered Vascular Walls (Azione della fibrinoclasi 
sulle pareti vasali normali ed artificialmente alternate). 
M. G. Iovino and S. Viscontt. Gior. ital. chir., 1957, 
13: 1120. 


THE AUTHORS studied the effects of fibrinoclase, a 
mixture of two pancreatic enzymes, one with 
fibrinolytic action and one capable of hydrolizing 
desoxyribonucleic acid, on normal vessels and on 
artificially thrombosed veins of a number of dogs. 
In the first part of the study, made on a group of 7 
dogs, the femoral vein and artery were isolated and 80 
mgm. of fibrinoclase diluted in 5 c.c. of saline solution 
were injected slowly without interruption of the 
blood flow. The vein and the artery were then ligated 
and the same dose of fibrinoclase was injected 
proximally and distally to the point of ligation. 
Fibrinoclase was finally injected in an_ isolated 
segment of the artery. Histological examination of all 
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the vessels, 12 hours after the experiment, revealed no 
significant change in the intima and only negligible 
inflammatory changes in the media and in the outer 
layer. 

* the second group, of 5 dogs, thrombosis of the 
femoral vein was artificially produced by crushing the 
vein with a clamp, and followed by phlebography to 
demonstrate the formation of a thrombus as a result of 
the procedure. Treatment with 1,000 mgm. of 
fibrinoclase injected in two daily doses for 6 consecu- 
tive days was initiated 48 hours after the production 
of thrombosis in a dog. Phlebography revealed a 
partial recanalization of the thrombosed vessel at the 
end of treatment. Treatment in a second dog was 
initiated 24 hours after the production of thrombosis 
and again partial recanalization was noted along 
with a decrease in the number of collateral veins. 
Similar results were achieved in a third dog treated 
in the same fashion 12 hours after thrombosis. 

The last 2 dogs were treated 12 hours after the pro- 
duction of thrombosis with 800 mgm. of fibrinoclase 
given daily for 5 days, and partial recanalization was 
again observed in one and almost complete re- 
canalization in the other. 

The prothombin time was prolonged in all of the 
treated cases. The authors state that fibrinoclase is 
well tolerated locally and systemically and no 
demonstrable damage was produced on the intima. 
Recanalization seems to be more prompt and satis- 
factory if treatment is initiated shortly after throm- 
bosis occurs. 

The article contains a number of reproductions of 
phlebograms before and after treatment and illustra- 
tions of histological sections of the thrombosed veins. 

—Franco F. Sangalli, M.D. 


BLOOD; TRANSFUSION 


Twenty Thousand Blood Transfusions. Joun J 
ENGELFRIED, EstELLA M. HENDERSON, and JANE 
Emery. Mil. Med., 1958, 122: 159. 


In 1948 a sequence of procedures was devised at the 
U. S. Naval Medical School to detect any possible 
error in the process of selecting a compatible unit of 
blood for a recipient. During the past nine years this 
procedure or some modification of it has been used 
extensively in the blood banks throughout the Naval 
service, as well as in other blood banks, and the re- 
sults obtained with the administration of 20,000 blood 
transfusions indicate that very few procedural modi- 
fications have been necessary. 

The three-section identification tag has prevented 
many serious errors. However, it is not fool proof, even 
though the medical officer administrating the blood 
transfusion must compare the patient’s bed identifica- 
lon tag with the tag on the unit of blood. Four errors 
were made in the administration of these 20,000 blood 
transfusions when the medical officer failed to compare 
the bed tag correctly with the tag attached to the 
blood container. Only one of the four errors resulted 
in a hemolytic or incompatible reaction. 

One error was made by a blood bank technician 
when blood obtained from a patient for a cross-match 
was transferred into a tube labeled with another 
patient’s name. The error was repeated in obtaining 
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blood from the second patient, resulting in a type B, 
Rh O positive individual receiving a unit of whole 
blood. No reaction was observed in the recipient 
following the transfusion. To prevent the recurrence 
of a similar incident, the blood bank regulations were 
modified, restricting the blood bank personnel to the 
collection of blood from only one patient on each trip 
from the blood bank. 

A total of 288 transfusion reactions were reported, of 
which 206 (1.03 per cent) were classified as allergic, 
81 (0.14 per cent) as pyrogenie, and 1 (0.005 per cent) 
as hemolytic. No clinical evidence of any of these 
reactions, including the hemolytic reaction, persisted 
longer than approximately 12 hours. 

Further investigation of seventy-four of the trans- 
fusion reactions disclosed no evidence of sensitization 
to the Kell or Duffy factors. Bacteriologic examination 
of 110 consecutively entered units provided negative 
cultures in all cases. —Earl W. Cauldwell, M.D. 


Experience with a Blood Fibrinogen Bank. N. F. 
'AXSON, J. P. O’Riorpan, S. S. and 
P. B. Riesz. Am. 7. Obst., 1958, 75: 618. 


WITH A BETTER UNDERSTANDING Of the relationship of 
hypofibrinogenemia to fatal obstetric hemorrhage 
and obstetric shock, the need for a supply of fibrinogen 
has become increasingly important. The authors 
report their experiences in the establishment of a 
fibrinogen bank in the Philadelphia area and its use in 
76 cases of obstetric hemorrhage during the years 
1954, 1955, and 1956. During this period there were 
215,432 viable births in Philadelphia and 46 cases of 
fibrinogenopenia, an incidence of one in 4,683. 
Eighty-six per cent of the patients had a hemorrhage 
requiring more than 1,000 ml. of blood and 11 per 
cent required more than 5,000 ml. 

Abruptio placentae was found to be the chief cause 
of fibrinogenopenia followed by postpartum hemor- 
rhage, death and retention of the fetus, amniotic 
fluid embolus, retained placenta, and placenta previa. 
Age was not thought to be a factor, but fibrinogeno- 
penia was found to be related to gravidity. In this 
series only 9 per cent were primigravidas and 83 per 
cent were multigravidas. The authors believe that 
the extremely large proportion of multiparas sug- 
gests that there may be a relationship between 
multiparity and precipitate labor which predisposes 
to this disease. 

The economic class from which the patient came 
showed a direct relationship to the kind of underlying 
condition. One group consisted of private patients, 
a second group of clinic patients who had received 
prenatal care, but who came to the hospital after the 
onset of vaginal bleeding. The greatest incidence of 
abruptio placentae was among those with no prenatal 
care (64 per cent) and the lowest in the private 
patient group (34 per cent), almost half that of the 
group without medical care. The, clinic group with 
prenatal care had an incidence in between the two 
other groups of 44 per cent. This figure is thought 
to be the result of an increase in pregnancy toxemia 
and abruptio placentae as prenatal care decreases. 
The incidence of death and retention of the fetus 
was almost identical in the three groups. Postpartum 
hemorrhage including bleeding specifically from re- 
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tained placenta had an incidence of 37 per cent in 
the private patient group, 31 per cent in the clinic 
group with prenatal care, and only 14 per cent in 
the group with no prenatal care. The higher in- 
cidence of postpartum hemorrhage in the private 
patient group was thought to be related to the use of 
oxytocics in induced or stimulated labors. Amniotic 
fluid embolism occurred in 4 private patients and 
one clinic patient. In 41 per cent of the cases there 
were warnings of danger to come, such as toxemia, 
hypertension, bleeding, edema, multiple pregnancies, 
uterine fibroids or medical conditions, such as upper 
respiratory infection or hepatitis prior to the onset 
of hemorrhage and/or labor. In 59 per cent there 
was no known complication before the onset of labor 
or the condition causing the fibrinogenopenia. 

Oxytocics played an important role in the produc- 
tion of excessive uterine contractivity. Intravenous 
pitocin was used before delivery in 19 cases, in 9 
of which the authors could find no apparent medical 
indication on analysis of the case. All 9 were private 
cases, explaining the higher incidence of this condition 
in the private patient group. 

The treatment of massive obstetric hemorrhage and 
fibrinogenopenia consists of surgical control of the 
hemorrhage and the administration of fibrinogen and 
blood. The dosage of fibrinogen varied with the 
needs of the case. Sixty-one per cent of patients 
received between 1.1 and 3 grams; 25 per cent 
between 3.1 and 5 grams; 11 per cent between 5.1 
and 7 grams; and 4 per cent between 7.1 and 10 grams. 
The authors believe that a supply of 10 grams should 
be sufficient to meet the needs of any one case. 

An incidence of hepatitis of 3 cases, or 5 per cent 
was found. 

There was complete recovery in 65 of the 76 cases, 
or a mortality rate of 12 per cent. In all probability 
the administration of fibrinogen was a decisive factor 
in saving the lives of 65 mothers. 

— Wayne Cameron, M.D. 


MISCELLANEOUS 


Laboratory Diagnosis of Venous Thrombosis. KAREL 
Bosexk and VAcLAv CEPELAK. Acta med. scand., 1958, 
160: 121. 


THE LABORATORY METHODS for the diagnosis of venous 
thrombosis have been studied. The authors investi- 
gated the clot retraction time, silicone tube coagula- 
tion time, and platelet adhesiveness in normal pa- 
tients and those with active venous thrombosis. It is 
of interest to note that there was no statistical differ- 
ence in the clot retraction time and silicone tube 


coagulation time that could be used in differentiating 
normal patients from those who had active venous 
thrombosis. The platelet adhesiveness (adhesive in- 
dex), however, seemed to be a reliable diagnostic 
method in the hands of these authors. The test for 
adhesive index was found to have an error range of 10 
per cent because of the associated illnesses that alter 
platelets. It would be valuable for other investigators 
to confirm these observations. 
—Richard E. Gardner, M.D. 


Studies on Plasmin: Factors in Lysis of Thrombi, 
EuceneE E. Cutrrton. Minnesota M., 1958, 41: 187. 


THE AUTHOR’s interest centers in the last stage of co- 
agulation, that is, the formation of fibrin by the action 
of thrombin from fibrinogen and the lysis of this fi- 
brin gel. Although fibrin can be lysed in vitro by many 
proteolytic enzymes, in vivo the enzyme primarily in- 
volves plasmin or fibrinolysin. Plasmin is an active 
enzyme in the blood found under certain circum- 
stances, such as severe trauma, shock, anxiety, injec- 
tion of adrenalin, and many other conditions. Under 
usual conditions, however, it is present as an inactive 
precursor, plasminogen, which is a complex of two 
substances—a proactivator and a proenzyme. Using 
streptokinase, the best activator of human plasmino- 
gen available, the activation pattern is as follows: the 
proactivator is activated by streptokinase and in vivo 
to produce activator which then acts on the pro- 
enzyme (plasminogen) to produce enzymes. Also 
present in blood are inhibitors for proteolytic enzymes. 
There are at least two antitrypsins and two anti- 
plasmins. Preliminary studies since 1953 have shown 
that plasmin or fibrinolysin can be given with safety 
and without serious effect to experimental animals 
and to human beings. Pyrogenic reactions are at 
present the most serious problem and may be due to 
impurities in the activator. In spite of impure and 
variable materials available to the investigator it has 
been possible to lyse large thrombi, both venous and 
arterial, in many individuals. In addition to one initial 
trial case 46 patients have been treated: 25 with ve- 
nous thrombosis or thrombophlebitis, 5 with pulmo- 
nary emboli, 15 with arterial thromboses or embolism, 
and 2, both of whom had central retinal artery throm- 
bosis, cerebral thrombosis, and priapism secondary to 
thromboses. Coronary occlusion has not been treated 
as yet. At the present time with venous thrombosis and 
pulmonary embolism the procedure is to give several 
small infusions, usually in the first 24 hours, and two 
or three in the subsequent 24 hours. The last treat- 
ment may be delayed 48 hours. With this regimen suc- 
cess has been obtained. —Allan D. Callow, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Cardiac and Pulmonary Evaluation in Elderly Pa- 
tients Before Elective Surgical Operations. Kuo 
Cuen Wanc and S. Howtanp. 7. Am. M. 
Ass., 1958, 166: 993, 


As LIFE EXPECTANCY is increased larger numbers of 
geriatric patients require surgery. Due to preoperative 
physiologic derangements the mortality and morbidity 
is higher in the aged than in younger patients. The 
usual evaluation of operative risk by clinical impression 
has not proved adequate in geriatric patients. There- 
fore, the possibility of identifying patients who are 
liable to suffer complications after surgery was in- 
vestigated in 482 patients with respect to these tests: 
the electrocardiogram, the ballistocardiogram, and a 
test designed to measure restrictive and/or obstructive 
factors affecting ventilation. This latter test con- 
sisted of a one-breath ventilation test for vital capacity 
and a 0.5 second expiratory capacity test performed 
with the Gaensler-Collins timed vitalometer. These 
tests were performed a few days before surgery in a 
preanesthetic clinic and the results were not available 
to the anesthesiologist who made his operative risk 
rating in the usual way. 

There were 212 patients between 60 and 90 years 
of age. In this group the incidence of unfavorable 
test results as well as of postoperative complications 
was higher than in the younger age groups. The 
electrocardiogram was of little benefit in predicting 
postoperative complications, which is not surprising 
since the electrocardiogram is not a measure of the 
functional capacity of the heart. This does not mean 
that a preoperative electrocardiogram has no value 
in aged patients, for in many cases it provides in- 
formation that is most helpful in management before 
and after surgery. In the older patients with ab- 
normal ballistocardiograms and impared ventilation 
tests there was a definite increase in postoperative 
complications. A nearly normal ballistocardiogram 
in an elderly patient appears to justify a more op- 
timistic outlook. Proper evaluation of the ventilation 
tests enables one to avoid surgery on the very few 
patients who are classed as prohibitive risks and to 
establish optimum operative conditions for patients 
with respiratory handicaps. 

It is of interest that the clinical impression of the 
anesthesiologist was of no value in predicting operative 
and postoperative complications in patients more 
than 60 years of age. —George R. Holswade, M.D. 


Postoperative Parotitis (Zur postoperativen Parotitis). 
G. and D. Burrenserc. Muench. med. 
Wschr., 1958, 14: 532. 


PosTOPERATIVE PAROTITIS is a disease of unknown 
etiology which may occur after any operative pro- 
cedure, although it is more frequently seen after ab- 
dominal procedures. It is not unknown after sponta- 
neous deliveries. 
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An infection ascending from the oral cavity is a 
possible etiological factor. In a dry mouth of a post- 
operative patient the staphylococci will predominate 
and the normal bacterial flora will be suppressed. 
Metastatic infection from a distant focus by way of 
the blood or the lymphatic system is another ex- 
planation. 

The authors favor the neurotoxic autodigestive 
theory. Vasodilatation, stasis, capillary permeability 
changes with local hypoxia, necrosis, and liberation 
of trypsin are listed by the authors as the cause; bac- 
terial invasion is of secondary character. 

In 10 years at the Heidelberg Clinic for Female 
Diseases, 34 cases of postoperative parotitis were ob- 
served. Twenty-six patients were subjected to lapa- 
rotomy and 6 to vaginal procedures. The incidence 
was 0.75 per cent after the laparotomies and 0.36 per 
cent after major vaginal procedures. 

The average age was 45 years; the oldest patient 
was 74 years and the youngest 18. Twenty-two pa- 
tients were younger than 50 and 12 older. Bilateral 
disease was observed 14 times; 12 times the condition 
was on the right side, and 8 times on the left. The 
peak incidence was on the fourth postoperative day 
and 25 patients contracted the disease within the 
first postoperative week. The average duration of the 
disease was 6 days, and 6 patients had a purulent 
type of the disease. The bacteriological studies re- 
vealed the hemolytic Staphylococcus aureus and in 
one case the nonhemolytic Streptococcus. 

No relationship was found between the primary 
disease, the type of operation, and the parotitis. The 
secretion depressing effect of atropin and endotracheal 
anesthesia was suggested as being contributory to the 
production of postoperative parotitis, but statistically 
the result was not significant. 

The following therapeutic agents were used: in- 
cision and drainage in 2 patients, antibiotics and 
sulfonamides in 30, x-ray irradiation in 14, and 
physical therapy in 34. X-ray therapy (50 roentgens 
on 2 successive days; 8 by 10 cm. area; 1 mm. of 
aluminum) gave the most gratifying results. If the 
therapy was started early enough, parotid swelling 
and pain rapidly disappeared. Even after such a short 
period of time as 6 hours, the progress can be in- 
fluenced to a limited extent only. Eight of the 14 ir- 
radiated patients were asymptomatic within 3 days, 
and 6 within 6 days. Such regression of the parotitis 
process could not be accomplished by any other 
method. 

Three patients died. In no case was the cause of 
death the parotitis itself, but rather the underlying 
disease. 

The incidence rate of parotitis remains the same in 
the authors’ experience as in previous years and they 
refute reports noting a decreasing incidence. They do 
not agree with the prophylactic value of antibiotics. 
Antibiotics alone are of limited therapeutic value, but 
when used with x-ray therapy they prevent infections. 

—Karel B. Absolon, M.D. 
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PHILTRAL FLAPS 


WTRAL FLAPS 


UNNEL 


REFLECTED PROLABIUM SKIN 
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PHLTRAL FLAPS IN TUNNEL 


BURIED SUBCUTANEOUS SUTURES 


NEWLY CREATED: FILTRUM, 


CUTANEOUS UPSWEEP 


Fic. 2. 


Fic. 1 (O’Connor, McGregor). Reconstruction of the philtrum and cutaneous upsweep in old 
bilateral cleft lip. A, Formation of philtrum. B and C, Flaps in tunnel forming cutaneous upsweep. 


D, Completed lip. 


Fic. 2. Reconstruction of philtrum and cutaneous upsweep in old unilateral cleft lip (Mirault 
type). A, Skin reflexion and prepared flaps. The flap on the uncleft side is shorter. B, Completed lip. 


Surgical Formation of the Philtrum and the Cutane- 
ous Upsweep; a Preliminary Report. GERALD 
Brown O’Connor and Mar W. McGrecor. Am. 
J. Surg., 1958, 95: 227. 


THERE ARE two definite anatomical differences ap- 
parent on inspection of the operated cleft lip and the 
normal uncleft lip. These are: (1) absence of the 
normal philtrum in cleft lip cases; and (2) the absence 
or lack of proper development or alignment of the 
normal prominence in the skin of the upper lip just 
above the junction at the vermilion border. This 
prominence is identified as the ‘“‘cutaneous upsweep”’. 
In the past 5 years, the authors have developed tech- 
niques designed toward the formation of the philtrum 
and cutaneous upsweep in previously operated single 
or bilateral cleft lips. 

In the secondary repair of the double cleft lip, the 
external lip scars are excised superficially and the skin 


of the prolabium is elevated. Flaps in the underlying 
subcutaneous tissue and scar are developed by incising 
superiorly and laterally in the philtral area. These 
flaps are 4 to 5 mm. thick. The flap is dissected down- 
ward to the vermilion border and is then split in half 
(Fig. 1A). A tunnel is made under the skin in both 
halves of the upper lip where the cutaneous upsweep 
is normally present. The previously formed flaps with 
their bases at the vermilion border are threaded into 
these tunnels and fixed on either side. The prolabium 
skin flap is sutured into its bed by silk sutures passing 
through the mucosa of the upper lip, catching the 
prolabial flaps subcutaneously and being tied on the 
under surface of the lip. This eliminates the dead 
space and indentates the prolabial skin to form the 
new philtrum (Fig. 1 B, C, D). 

In secondary repair of the single cleft lip the skin of 
the prolabium is similarly elevated in the philtrum 
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area. The subcutaneous and cicatricial flap is brought 
down in the same manner as previously described. 
The flaps are placed in the cutaneous upsweep tun- 
nels as needed. The philtral sutures are the same, and 
the skin closures and total lip repairs are done in the 
usual manner of Le Mesurier (Fig. 2 A, B). 

The authors suggest extending the basic principles 
of creation of a normal philtrum and cutaneous up- 
sweep to the primary repair of double and single cleft 
lips. —E. Thomas Boles Jr., M.D. 


Full-Thickness Skin Exchanges Between Parents and 
Their Children. Lynpon A. PEER, WILLIAM BERN- 
HARD, and JoHN C. WALKER, JR. Am. 7. Surg., 1958, 
95: 239. 


Tue possiBiLity of successfully transplanting tissues 
from one human being to another has long been of 
interest to both clinicians and research workers. Up 
to this time, however, one may say that no adult tis- 
sue exists which can be successfully and permanently 
transplanted from one human being to another, pre- 
serving its normal structure and its original living 
cells. Two possible exceptions to this statement are 
the cells in homogenous grafts of cartilage and those 
in the interstitial portion of cornea. In both of these 
cases, however, the tissues are avascular and the cells 
are protected by a mucoproteinlike matrix, which 
prevents the entrance of hostile host cells. 

In the authors’ present experimental work they 
have exchanged full-thickness skin grafts from the 
posterior surface of the auricle between parents and 
infants in 31 pairing cases and between a mother and 
12 year old boy in one pairing case. All parents were 
selected for compatibility with their infants in regard 
to the Ab, O, and Rh blood typing; and gamma 
globulin levels were determined of both parents and 
children. In about half of the pairs the infant re- 
ceived an injection into the buttocks of 4 c.c. of whole 
blood taken from the parent who was later to donate 
the skin graft. In the other 50 per cent of parent- 
infant pairs the infant did not receive an injection of 
the donor parent’s blood. 

Homografts of skin survived for a long period of 
time only when transferred between mothers and boy 
or girl infants. These long-surviving homografts were 
observed in the group of infants who had received 
whole blood injections from their mothers and also 
in those of the uninjected series. Tolerance was not 
associated with a low gamma globulin level or with 
any definite pattern of blood grouping. 

No long-surviving skin homografts occurred when 
skin was exchanged between fathers and boy or girl 
infants regardless of whether or not the infant had 
received an injection of the father’s blood. 

Children who are tolerant to their mother’s skin 
may also tolerate other tissues from their mother, such 
as kidney and endocrine glands. Routine skin ex- 
changes between mothers and children therefore may 
prove to be useful tests for possible tolerance to other 
ussues exchanged between mother and child. 

It seems evident that the mother of a severely 
burned child should be used as the skin donor when- 
ever this is possible instead of the father, other mem- 
bers of the family, or friends. 

The long survival time of some skin grafts from 
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mother to child suggests the possible clinical value of 
blood transfusions from mother to child rather than 
from fathers or unrelated donors. 

The longer survival of some skin homografts ex- 
changed between mother and child compared to 
those exchanged between father and child suggests 
that tolerance between the mother and the child 
may occur because of an intermingling of fetal and 
maternal circulations during the pregnancies of these 
mothers. 

Sex chromatin study of homografted skin cells is a 
positive method for determining the survival of skin 
grafts when the transplantation is between male and 
female. This sex determination should be useful to es- 
tablish the survival or replacement of cells in cornea 
and cartilage homografts. 

— John E. Kirkpatrick, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Studies on Burns. GuNNAR BirkE, STeN-Otto Livje- 
DAHL, and Lars TROELL. Acta chir. scand., 1957, Supp. 
228. 


THE INVESTIGATIONS reported in this article were made 
on a series of 292 patients with burns who were 
hospitalized at the Burns Unit of the Karolinsk 
Sjukhuset during the period from 1954 to 1956. These 
patients were divided into three groups according to 
the severity of their burns. Group 1 included patients 
with less than 15 per cent first and second degree 
burns and less than 5 per cent third degree burns. 
In group 2 were patients.with 15 to 30 per cent first 
and second degree burns and 5 to 15 per cent third 
degree burns. In group 3 were the patients with more 
than 30 per cent first and second degree burns and 
more than 15 per cent third degree burns. There were 
219 patients in group 1, 37 in group 2, and 36 in 
group 3. 

In most instances the local treatment of the burns in- 
cluded use of the exposure method during the first week. 
Excision of large third degree burns was done 7 to 9 
days after the trauma. Skin grafting was done after a 
further 2 to 5 days. Small third degree burns were 
primarily excised on admission, skin grafting followed 
within a few days. Prophylactic antibiotic therapy was 
given in 1954 but not in 1955 and 1956. 

Antishock treatment was not often necessary in 
group 1. In groups 2 and 3, it was maintained by intra- 
venous infusion of colloids (dextran and blood) and 
with electrolyte and glucose solutions. During the first 
2 years of the study, dextran and blood were given in 
the ratio of 4:1. In the last year, the ratio was changed 
to 2:1. 

The mortality in group 1 was 1.8 per cent, in group 
2 it was 16 per cent, and in group 3 was 47 per cent. 
The over-all mortality of the total 292 cases was 9 per 
cent. Approximately 50 per cent of the deaths oc- 
curred later than one week following the burn. 

The mean duration of hospitalization of the 36 pa- 
tients in group 3 was 73 days; if only the 19 survivors 
are considered, this figure is changed to 130 days. In 
group 2 the corresponding figures are 90 days for all 
37 cases, but 113 if the 31 survivors alone are con- 
sidered. 
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The second part of the study was concerned with 
dextran concentration, electrolytes, blood volume, and 
total hemoglobin. The purpose of this particular 
phase oj the investigation was to determine the 
effectiveness of dextran as a colloid in the antishock 
therapy of the severely burned patients. In group 3 
the colloid administered averaged 1.5 ml. X kilo- 
grams body weight X per cent burn area in the first 
day. The figure for electrolytes was 0.5 ml. On the 
second day the corresponding amounts were 1 ml. for 
colloids and 0.5 ml. for electrolytes. The dextran used 
has an average molecular weight of 80,000 and con- 
sists of a 6 per cent solution of hydrolyzed dextran in 
saline solution. 

The dextran content was determined in the blood, 
urine, and blebs. It was found that concentration in 
the blood was largely proportional to the amount ad- 
ministered in groups 2 and 3, but was proportionally 
higher in group 1, presumably because of smaller 
losses. Thirty to forty per cent of the dextran was ex- 
creted within 3 to 5 days in the urine, and considerable 
amounts were lost into the burned area. Despite the 
rapid elimination by the various routes, dextran 
played an essential role in terms of colloid osmosis 
during the first few days. In group 3, dextran was 
calculated to retain 1.4 liter of water initially, and 
about one half of this amount on the third to fourth 
day. The dextran had no side effect in the form of 
allergic reactions nor was there any increased bleeding 
tendency observed. 

Using the colloid treatment with emphasis on dex- 
tran, the blood volume in both groups 2 and 3 was at 
no time over the course of the first 15 days less than 
normal. In group 3 the blood volume rose markedly, 
reaching an average of 40 per cent above the normal 
calculated value 5 days following the initial trauma. It 
gradually returned to an essentially normal value in 
15 days. The cases in group 2 showed only slightly 
elevated blood volumes. It is of interest that even at 
the stage of maximum expansion of the blood volume, 
there was no clinical evidence of overhydration. 

Since extensive burns are associated with increased 
red cell destruction, careful study of the extent of this 
destruction was made a part of the investigation in 
order to formulate definite concepts concerning the 
amounts of blood which should be administered in 
burns of varying extent. The total hemoglobin in the 
group 3 cases was consistent with the blood volume, 
rising on the fifth day to a maximum and later return- 
ing to normal level. There was a moderate fall in 
hemoglobin concentration. In group 2 there was a 
slight fall in the total hemoglobin and the hemoglobin 
concentration. It was estimated that in group 3 
there was a loss of about 370 gm. of hemoglobin 
during the first 3 weeks, with peaks of this loss occur- 
ring initially and in the excision phase. 

Hemoglobin destruction results in endogenous 
formation of carbon monoxide which is discharged 
with the expired air. There is normally a direct rela- 
tionship between the alveolar concentration of CO or 
the COHb concentration and the red cell destruction. 
The values for alveolar CO and COHb can therefore 
be used as a measure of hemoglobin destruction. 
COHb values calculated from the alveolar CO con- 
centration on the second and fifth days were about 


double normal values, and on days 10 and 15 were 
elevated by about 50 per cent. These results indicate 
considerable loss of blood by red cell destruction in the 
initial phases and the lower COHb values later in the 
course suggested that blood losses were largely due to 
blood loss coincident with the excisions. In group 2 the 
blood losses amounted to approximately 245 gm. dur- 
ing the first three weeks. From these results, it is 
recommended that patients in group 2 receive at 
least 2,000 ml. of whole blood to cover these losses. 
Four hundred milliliters of blood contain approxi- 
mately 56 gm. of hemoglobin. Accordingly, the 
authors recommend in this group administration of 
800 ml. oi blood between the third and sixth days, 
800 ml. between the seventh and fourteenth, and 400 
ml. between the fifteenth and twenty-first days. 
According to their calculations, at least 3,200 ml. of 
blood should be transfused in group 3 with the follow- 
ing schedule: 400 to 800 ml. during the first two days, 
1,200 ml. during the third to sixth days, 1,200 ml. 
during the seventh to fourteenth days, and a further 
400 ml. between the fifteenth and twenty-first days. 
The very extensive burns exceeding 50 per cent 
probably require substantially greater quantities of 
blood. 

The investigation of plasma electrolytes disclosed 
findings essentially similar to those previously re- 
ported. There was a definite tendency to acidosis in 
the severe cases, and an early rise in serum potassium 
later followed by moderate hypopotassemia. Early in 
the course of treatment, the serum sodium was in- 
creased, followed by a return to normal. 

In groups 2 and 3, detailed analyses of the serum 
proteins were supplemented by repeated paper elec- 
trophoretic studies on a total of 35 cases. In group 3, 
there was an initial fall in the total protein. Normal 
values were attained approximately one month later. 
There was a precipitous decrease in the concentration 
of albumin and the concentration of albumin re- 
mained substantially below normal levels throughout 
the duration of the study. The globulins rose gradually 
after an initial drop and attained levels considerably 
greater than normal. By converting the percentages of 
the total plasma protein and its various fractions to 
absolute figures, more direct ideas concerning the 
changes in these substances can be attained. Using 
this scheme, the serum protein was initially reduced, 
rose again to norm. values relatively soon. The 
albumin was greatly 1cduced in both groups 2 and 3 
but then tended to rise, although at no time during 
the observation period were normal levels reached. 
The alpha one and alpha two globulins increased 
rapidly, three times the normal value being observed. 
A rise was also observed in the gamma globulin levels. 
The beta and gamma globulins increased after a slight 
initial fall, the latter fraction reaching double the 
initial level. 

Nitrogen balance was studied in 6 cases in an effort 
to supplement the investigation of protein metabolism 
in acute burns. All of these cases were from group 3. 
These nitrogen balance studies did not include nitro- 
gen losses into the burned areas. In the first week fol- 
lowing the burn mean, daily loss of protein amounted 
to 35 em. of protein, and in the second week to 38 
g : of protein. Weight loss in these patients averaged 
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3.8 kgm. the first week and 2.2 kgm. the second week. 
In addition to these losses, there is an initial reduction 
of at least 100 gm. in the amount of circulating 
protein, most of this amount probably being lost into 
the burned areas. These studies indicate that the 
therapy of severely burned patients was very deficient 
in terms of protein, particularly albumin. The authors 
believe that efforts should be made to reduce the 
albumin losses as soon as possible. To this end they 
recommend the administration of at least 100 gm. 
extra albumin between the second and fifth days in 
group 3 and at least 60 gm. during the corresponding 
period in group 2. 

The relatively enormous amount of laboratory 
studies presented in this monograph and the signifi- 
cance of the obtained results are only sketchily pre- 
sented in this abstract. Readers interested in this sub- 
ject are urged to consult the orginal publication. 

—E. Thomas Boles Jr., M.D. 


Spread of Staphylococci in a Surgical Ward. R. A. 
SuooTer, M. A. Smit, J. D. Grirrirus, Mary E. A, 
Brown, and Others. Brit. M. 7., 1958, 1: 607. 


THE AUTHORS report an 8 month epidemiologic study 
on a surgical unit at St. Bartholomew’s Hospital in 
London following a period in which a surgical ward 
was closed down for redecorating. At the time it was 
re-opened the study was started and this afforded an 
opportunity to determine how such an area was 
colonized. During this study one of the first and most 
important findings was what the authors refer to as 
“broadcast” of staphylococci. There were nine such 
broadcasts by which they refer to nine separate 
waves of increased incidence of positive cultures of 
staphylococci from carriers, from inanimate objects, 
and from the air. The broadcasts were not necessarily 
associated with increased sepsis. 

The ward consisted of 22 beds including two isola- 
tion rooms. Dressings were done by the no-touch 
technique and strict precautions were taken with 
regard to masks, gown precautions, and isolation of 
people with virulent staphylococcal infections. Bac- 
teriologically all coagulase positive hemolytic staph- 


_ ylococci were phage-typed after they were isolated. 


Air sampling was done in the usual manner. The 
count from bedding and other material was measured 
by the sweep plate method. 

During the study 311 patients were admitted to 
the ward and 195 underwent operation. There were 
179 clean cases and of these there was a 14.5 per cent 
incidence of infection. Staphylococcus aureus was 
isolated from eight of the wounds. The authors do 
not describe their method for diagnosing an infected 
wound but state merely that it was on clinical grounds. 
During this time infections from staphylococci other 
than wound infections developed in 6 patients and 
there were 3 patients admitted with staphylococcal 
infections. 

The recolonization of the ward was noted in the 
following manner: When the ward was re-opened 
in September 1956 there were no staphylococci 
isolated from the beds or from the air, but some 
were isolated from the personnel; 10 of 21 of these 
were nasal carriers. As patients were gradually ad- 
mitted about half proved to be staphylococcal car- 
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riers and after 3 days the inanimate objects and the 
air began to show positive cultures for staphylococci 
of varying different phage types but each one related 
to a phage type of some person who was on the ward. 
The reservoirs for infection included infected lesions of 
patients and nasal carriers. The number of nasal 
carriers, particularly among the patients, rose as their 
stay in the hospital lengthened. Thirty-nine per cent 
of the patients gave positive results on admission, 62 
per cent after 3 weeks. Most patients retained the 
same phage type during their hospitalization. With 
regard to inanimate reservoirs, about one-third of the 
inanimate objects examined, including curtains, sheets, 
and bedding, were positive. The staphylococci were 
also isolated from the air and after the first month of 
the study the air samples revealed the presence of an 
average of about 0.25 staphylococcus carrying particles 
per cubic foot of air. However, during the so-called 
broadcast this rose as did that from the other in- 
animate objects in the total count. 

The authors then give typical examples of three 
phage types which were carefully studied and the 
spread of these noted epidemiologically from one 
common source in each incidence until several dif- 
ferent patients were found to be carrying the type. 
However, none of these were involved with a wound 
infection. To the authors the most striking feature of 
the survey was the occurrence of successive waves of 
staphylococcal broadcast due to different staphylococci 
and each apparently due to a different patient. Suc- 
cession of different types infecting the patients in a 
ward has been noted in maternity units previously. 
There was no obvious relation between the degree of 
environmental contamination in these broadcasts and 
the development of sepsis in the susceptible wounds 
in the ward. (The authors apparently believe that 
infection of wounds occurs in the ward equally as 
well as in the operating room.) The authors distinguish 
three different ways in which surgical patients may 
be infected by staphylococci: (1) at the time of 
operation the patient may be susceptible, the resistance 
being low, and a strain is introduced; (2) in the ward 
the patient is clearly exposed to a great number of 
different staphylococci, some of which may be more 
virulent than others; and (3) in a given situation an 
extremely virulent strain may be introduced into theen- 
vironment. —Peter Dineen, M.D. 


Environmental Penicillin and Penicillin-Resistant 
Staphylococcus Aureus. J. C. Goutp. Lancet, Lond., 
1958, 1: 489. 


THE AUTHOR reports a study carried out by the Uni- 
versity of Edinburgh in which the amount of penicillin 
in the environment was evaluated. A large hospital 
and a factory in which penicillin was made were 
studied. About 53 per cent of the people in both of 
these institutions were staphylococcal carriers and 
about 90 per cent of the staphylococci were penicillin- 
resistant strains. To recover penicillin from the en- 
vironment petri dishes cast with agar were uniformly 
sown with a penicillin-sensitive micro-organism after 
incubation zones of inhibition of growth indicated 
antibacterial activity. That the zones of inhibition 
were due to penicillin that had dropped on the plate 
was proved by inoculating the penicillin-resistant 
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staphylococcus in one of these areas of inhibition 
and to a similar one inoculating a penicillin-sensitive 
organism with penicillinase. If there was growth with 
the use of penicillinase, it was assumed that the areas 
of inhibition were caused by penicillin. The penicillin 
content of the air was thus measured by directly ex- 
posing indicator plates to settling particles. Penicillin 
was also measured from various fomites using the wet 
and dry swab techniques. Strains of penicillin-resistant 
staphylococci were isolated from carriers and meas- 
ured for coagulase production and for penicillinase 
production. The results of air sampling in various 
parts of the hospital show that penicillin was present 
in variable amounts in the air or in the dust of all 
the types tested. The amount of penicillin in any one 
area was proportional to the amount of penicillin 
used. It was also found that hands and fomites could 
easily be contaminated by handling trays that con- 
tained penicillin and then handling something else 
that did not contain penicillin. By this method the 
penicillin could be transferred from one area to 
another and this was often at levels sufficient to inhibit 
many of the more susceptible staphylococcal strains. 

The anterior nares of some of the doctors and nurses 
were tested and the results show that all members of 
the staff working in the incision and dressings rooms 
and 4 out of 8 working in other parts of the depart- 
ment had easily detectable penicillin in their nares 
after a morning’s work. Whether this penicillin had 
been inhaled from the air or introduced by con- 
taminated fingers cannot yet be told. The carrier rate 
exceeded 69 per cent and all the doctors and nurses 
who were carriers of staphylococci harbcred penicillin- 
resistant strains. Experiments were made in laboratory 
rooms to show that air and dust could be contaminated 
when penicillin preparations were used and handled. 
After the preparation of a routine penicillin injection 
the area where a small amount had been spilled was 
allowed to dry and then this was agitated to allow 
dust to go into the air. After this had been repeated 
several times as would be done in a normal course in a 


ward, it was found that the air was completely con- 
taminated with penicillin, testing with the indicator 
plates. The average sized particles that contained 
penicillin were about 30 microns in size. If the air 
in the contaminated room remained still and there 
was no further activity, the amount of penicillin 
recovered on settling plates and by sieve-sampling 
rapidly became less with time until after 25 minutes 
it was exceptional to recover any penicillin film. The 
nasal carrier strains isolated from factory personnel 
resembled those commonly found in hospitals both 
in their resistance to penicillin and in the limited num- 
ber of types present. Most of the strains were of the 
group three phase type. Examination of the factory 
that makes penicillin revealed that the penicillin 
activity in the air was similar to that in the hospital, 
namely, where the penicillin was most handled the 
activity in the air was the highest. 

From these studies the author concludes that the 
air may be contaminated in two ways—directly by 
droplet nuclei which are the dry residue in droplets 
itemized from syringes and indirectly by the raising 
of dry spilled penicillin as dust. Appreciable amounts 
of penicillin have been shown to gain access to the 
nares of persons working in the hospital environment 
and this without doubt will inhibit the growth of 
penicillin-sensitive strains of Staphylococcus aureus. 
The author believes that this mechanism explains 
the predominance of penicillin-resistant Staphylococ- 
cus aureus in carriers in closed communities, such 
as the hospital, and also explains the fact that the 
longer the period of exposure to the hospital environ- 
ment the greater is the chance of becoming colonized 
with penicillin-resistant organisms. Restriction in the 
use of penicillin and avoidance of contamination of 
the environment might therefore be expected to reduce 
the colonization of carriers with penicillin-resistant 
strains and therefore to reduce spread to patients, 
with a consequent decrease in the number of infections 
with penicillin-resistant organisms. 

—Peter Dineen, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Direct Angiocardiography a) and Retrograde 
Aortography (AO ) with the Elema Apparatus in 
Cases of Congenital Heart Failure (Direkte Angio- 
kardiographie (AKG) und retrograde Aortographie 
(AOG) mit dem Elema-Geraet bei angeborenen Herz- 
fehlern). G. BuRGEMEISTER and W. PorsTMANN. 
Fortsch, Roentgenstrahl., 1958, 88: 345. 


THREE CASE REPORTS with illustrations emphasize the 
advantages of the Elema apparatus in indicating the 
diagnosis and therapy in congenital heart failure. 

This apparatus, produced by the Swedish firm of 
Elema, has been in use by the authors for a year. It 
produces life-sized cardiograms simultaneously in 
sagittal and frontal projections at any speed desired 
from 1 exposure per 10 seconds to 12 exposures per 
second, with as little as one-tenth the radiation in- 
herent in the usual methods. 

Because of the noisy operation of the machine the 
patient is reassured verbally and given sodium lu- 
minal (0.1 to 0.2 gm.) and 2 ml. of a phenothiazine 
preparation (di-ethylamino-ethyl-phenothiazine-hy- 
drochloride). The catheter (Riischelit) is not less 
than Charriere 7 in size and rather firm in texture, 
in order to afford free flow of the contrast medium. 

The first case was that of a 9 year old boy with 
heart failure and marked cyanosis. There was com- 
plete transposition of the aorta and pulmonary ar- 
teries. Life was possible because of a high interven- 
tricular and an interatrial septal defect. The associated 
infundibular pulmonary stenosis was favorable since 
it forced the greater part of the mixed blood into the 
aorta. The conditions in the area of the pulmonary 
artery could be demonstrated only on the frontally 
projected films. The case was judged inoperable. 

The second case was that of a 15 month old girl 
with cyanotic heart failure. Fallot’s pentology with per- 
sistence of the left vena cava, which emptied into the 
left atrium, was demonstrated. The contrast material, 
injected into a superficial vein on the side of the neck, 
entered the left atrium; there was retrograde filling of 
the coronary veins, and the contrast material spilled 
into the right heart. One twelfth second later there 
was contrast material in the right atrium. The frontal 
projection showed a high lying defect of the inter- 
ventricular septum with contrast material passing into 
the right ventricle and the over-riding aorta. This 
could be seen only in the frontal roentgenograms, and 
did not answer the question of the conditions present 
in the pulmonary region. 

At a second retrograde aortography the contrast 
medium was introduced into the conus and infun- 
dibulum of the pulmonary artery froma catheter in the 
right ventricle. This demonstrated a lengthy infun- 
dibular stenosis of the pulmonary artery and the open- 
ing of the coronary sinus into the left atrium. This 
case demonstrated the inadequacy of injection of the 
Contrast material from the venous side. This condition 
was judged operable. 


The third case was that of a 5 year old girl with 
patent ductus arteriosus. The duct could be demon- 
strated directly, by the filling of the pulmonary artery 
by way of the aorta, and indirectly, by the shadow 
defect in the outline of the pulmonary artery, where 
the less opaque blood was pouring into it through the 
open ductus arteriosus. This patient was also ad- 
judged operable. 

Despite reports to the contrary, the authors believe 
that the retrograde aortographic demonstration of 
patent ductus arteriosus is always indicated, if for no 
other reason than the differentiation between this 
condition and wide aortopulmonary defect which can- 
not be operated upon. It is only in instances of com- 
plicated cardiac malformations that this method of 
examination of the ductus arteriosus is not indicated, 
for either operation is not indicated or the ductus may 
be examined directly during operation for another 
malformation. — John W. Brennan, M.D. 


Roentgenologic Aspects of Benign Chondroblastoma 
of Bone. Georce E. and Davin G. Puan. Am. 
J. Roentg., 1958, 79: 584. 


BENIGN CHONDROBLASTOMA is a neoplasm of bone of 
cartilaginous origin. No authenticated malignant 
transformation of a previously benign lesion has been 
reported. 

All but 6 tumors reported in the literature as be- 
nign chondroblastoma have involved the long bones; 
5 of the 6 affected bones of the hands or feet and one 
involved the temporal bone. A giant-cell tumor in 
the sternum reported in one case seemed, on further 
study, to be a chondroblastoma. At the Mayo Clinic 
17 cases of chondroblastoma were encountered; 7 
tumors involved the pelvis, scapula, and rib, sites not 
previously reported in the literature. 

The most characteristic roentgenographic feature 
of this neoplasm is a central area of destruction of 
bone which is sharply limited from the surrounding 
normal bone, usually by a thin margin of increased 
density of bone. The tumor, when it involves the long 
bones, almost always affects the epiphysis and fre- 
quently the adjacent shaft. Rarely the shaft alone 
will be involved and then the tumor abuts onto the 
epiphysial plate. The authors have not found a lesion 
of this type in long tubular bones involving only the 
diaphysis at a distance from the epiphysial plate in 
this series and none has been reported in the literature. 

A smooth, well-outlined soft-tissue mass may be 
seen in large tumors which have destroyed the over- 
lying cortical bone by pressure erosion. 

The most important lesions which should be consid- 
ered in the differential diagnosis roentgenographically 
and pathologically are enchondroma, chondromyxoid 
fibroma, chondrosarcoma, and giant-cel! tumor. 
Rarely, an inflammatory lesion or a solitary focus of 
fibrous dysplasia may simulate it roentgenographical- 
ly. Metastatic carcinoma, solitary myeloma, and soli- 
tary lesions of eosinophilic granuloma may resemble it 
after roentgen irradiation or curettage, especially in 
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flat bones. Therefore it is essential that the roent- 
genologist be informed of any previous diagnosis and 
therapy before rendering an opinion about such a 
lesion. Also close cooperation between the radiologist, 
pathologist, and surgeon is urged to facilitate correct 
diagnosis of this tumor and thus prevent unneces- 
sarily radical surgical procedures. 
The treatment of choice is surgical curettage. 


Radiation Therapy of Tumors of the Oral Cavity (Die 
Strahlenbehandlung der Mundhoehlentumoren). E. 
ScHERER. Chirurg, 1958, 29: 55. 


CARCINOMA OF THE LIP is typically found on the lateral 
third of the lip between the center and the angle of the 
mouth. It is usually easy to diagnose unless cheilitis 
causes chronic scarring which masks the more serious 
condition. To evaluate the depth of penetration of a 
tumor the author utilized infrared photography. The 
frequency of metastases and recurrence depends on 
the location and extent of the primary tumor. Squa- 
mous cell carcinomas occur more commonly in the 
lower lip and metastasize more frequently than the 
basal cell carcinomas which typically originate on the 
upper lip. The differentiation of lymph nodes in- 
volved by tumor from inflammatory glands is not 
easy; antibiotics and aspiration biopsy were of help 
in such cases. 

Although surgical treatment of the primary tumor 
of the tongue is, in general, being replaced by ir- 
radiation therapy, proved or suspected metastases 
are treated by neck dissection. Prophylactic neck dis- 
section is recommended by only a few surgeons, al- 
though some recommend such prophylactic proce- 
dures in cases of ulcerated or penetrating primary 
tumors and tumors at the mouth angle which are 
known for their poorer prognosis. The author ad- 
heres to the contention that therapeutic neck dis- 
section gives, statistically, just as much return as a 
prophylactic procedure. 

The tumors of the rest of the oral cavity present 
manifold pictures. Inflammatory processes make de- 
lineation of such tumors difficult. The involvement of 
adjacent anatomic structures is prognostically and 
therapeutically of greatest impurtance. Skull x-rays 
in three different directions and soft tissue x-rays will 
often delineate a tumor. 

Thirty per cent of carcinomas of the tongue are 
located at the base; these are most difficult to treat 
and cure because of their inaccessibility and com- 
monly undifferentiated histologic character. It is of 
interest that only 2 to 16 per cent of patients with 


cancer of the tongue have distant metastases even 
though all patients succumbing to their disease die of 
regional metastases. Surgery as the sole therapeutic 
method gives poorer results than radiation therapy; 
antibiotic therapy controls infectious complications 
of irradiation. The latter combines direct irradiation 
of the primary tumor with needles and percutaneous 
x-ray irradiation, delivering at least 6,000 roentgens 
to the lesion in 30 days. The 5 year cure rate varies 
from 15 to 35 per cent. The combination of pre- 
operative or postoperative radiation therapy and 
electrodissection surgery is another way to attack this 
disease. 

The problem of therapy of carcinoma of the tongue 
is one of treating the metastases as the primary tumor 
will be controlled if it is not very large or inaccessible, 
Lymph nodes with metastases, on the other hand, are 
less sensitive to radiation than the primary lesion and 
difficult to control by radiation alone. Radical sur- 
gical therapy includes extensive excision of the tongue 
lesion and a unilateral or bilateral neck dissection. 
Mandibular resection is considered of importance 
only in buccal tumors as only in these does lymphatic 
drainage pass through the mandibular periosteum. 

The author recommends irradiation prior to neck 
dissection in carcinoma of the tongue, but he does 
not advocate prophylactic neck dissection. He treats 
small movable lesions without metastases by irradia- 
tion and radon implants, and residual tumor by 
electrodissection. In recurrences and large tumors 
intensive percutaneous irradiation is followed by 
hemiglossectomy and radical neck dissection. Car- 
cinomas of the base of the tongue are treated by local 
radon implants and additional neck dissection. 

In tonsillar carcinoma biopsies are of great im- 
portance as clinical diagnosis is usually established 
only late. Sarcomas, undifferentiated carcinomas, 
and lymphoepitheliomas are preferentially treated by 
irradiation. The author uses intraoral irradiation and 
percutaneous irradiation through three different por- 
tals. For squamous cell carcinomas, radon implants 
and irradiation therapy are indicated. In case of 
metastases with spread of radiosensitive tumors further 
x-ray therapy is indicated. Metastatic squamous cell 


carcinoma with the primary lesion under control re- 


quires node dissection after irradiation of the neck 
regions. 

The author advocates a cooperative program of the 
radiologist and surgeon, and delineates the areas of 
therapeutic endeavor for each particular specialty. 

—Karel B. Absolon, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Mouth-To-Airway Emergency Artificial Respiration. 
PeTeR SAFAR and Martin McMauon. 7. Am. M. 
Ass., 1958, 166: 1459. 


Tue AUTHORS describe an esthetic method of mouth- 
to-mouth artificial respiration in use at the Baltimore 
City Hospital and on the Baltimore Ambulance 
service. The method centers about an S-shaped in- 
strtument made from two oropharyngeal rubber 
(Guedel type) airways. Two sizes are described. For 
use in adults, a size 3 airway is attached to a size 4 
oropharyngeal rubber airway. For use in infants a 
size 0 airway is attached to a size 2. One half of the 
device is used as a mouthpiece for the rescuer, the 
other as an airway for the patient. 

The device is made by fusing the two airways to- 
gether. The metal inserts are removed and soldered 
together. These are reinserted and the rubber discs 
are vulcanized (Fig. 1). One and one-half centimeter 
of the size 3 airway is cut off in the adult model and 1 
cm. of the tip of the size 2 airway is cut off from the 
infant model. An oval piece of rubber cut from an 
automobile inner tube, with a hole in the center is 
slipped over the size 4 airway; although this is not 
considered essential, it helps to prevent air leaks. 

After insertion of the airway, the rescuer extends 
the patient’s head and grasps the ascending rami of 
the mandible just beneath the ear lobes and pulls 
upward, thus keeping the pharynx open. Air leaks are 
prevented (Fig. 2). After a deep breath the rescuer 
blows, forcefully for adults, gently for children, and 
he “puffs” for newborn infants into the mouthpiece. 
While blowing, the patient’s chest must be constantly 
observed. When the chest rises the mouth is removed 
from the mouth piece and the patient is permitted to 
exhale passively. These first 10 to 20 breaths must be 
of a deep and rapid rate; later a rate between 12 to 20 
per minute is used. 

In 12 controlled experiments 87 untrained rescuers 
used the mouth-to-airway method on anesthetized 
and curarized volunteers. Volumes of tidal air greater 
than 1,500 ml. could be moved by this method. The 
arterial oxygen saturation of hemoglobin was main- 
tained at 97 to 100 per cent. The time required to 
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Fic. 1 (Safar, McMahon). Preparation of airway. 
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Fic. 2. A, Insertion of airway; B, mouth-to-airway 
technique; C, mouth-to-airway technique; position of 
rescuer’s hands. 


insert the airway varied from 5 to 40 seconds and the 
first or second inflation produced an adequate tidal 
exchange. 

The advantages of this airway over the conven- 
tional mouth-to-mouth method are said to be: 
(1) easier maintenance of a patent pharynx, (2) 
better pulmonary ventilation, (3) less fatigue to the 
rescuer, and (4) less gastric distention. 

— John J. Hudock,, M.D. 


Photometric Determination of Urinary Atebrin Ex- 
cretion in the Early Diagnosis of Cancer (Ist die pho- 
tometrische Bestimmung der Atebrinausscheidung im 
Harn zur Carcinomfruehdiagnose brauchbar?). AL- 
BRECHT Reuss and DreTEeR LINDNER. Arch. Geschwulst- 
forsch., 1958, 12: 133. 


A. WassERMANN and M. Keysser (Deut. med. Wschr., 
1911, 37: 2389) described the affinity of isamin-blue 
and acridine dyes for tumors and mentioned its po- 
tential diagnostic and cytostatic value. Lewis and 
Goland (Am. 7. M. Sc., 1948, 215: 282) described 
atebrin localization in tumors and the tumor growth- 
depressing potency of atebrin and trypaflavin. The 
toxic side effects were the limiting factors in any 
therapeutic studies. 

This study concerns urinary atebrin excretion de- 
terminations after one intravenous injection of 0.1 
gm. in 3 ml. of distilled water. The urine was col- 
lected up to 45 hours and spectophotometric analyses 
were made in 25 healthy people, 28 patients afflicted 
by cancer, and 47 noncancer patients. 

An accurate and quantitative determination after a 
single small dose of atebrin cannot be established by 
the method used. The dye is excreted only in traces 
and quantitative determinations are accurate only in 
solutions with known absorption spectra; the limiting 
factor is then the. urine itself, as in the given test pe- 
riod the absorption spectrum is unknown. 

Urines showing absorption spectra bands at 420 
and 442 mm. were identified as positive. Negative 
meant that there was no excretion of the dye and, 
theoretically at least, retention of the dye in the neo- 
plasm. 
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The experiments were terminated when 60 per cent 
of the normal controls showed ‘“‘no excretion.”’ Sixty- 
two per cent of patients with other conditions than 
cancer and 89 per cent of cancer patients were “‘non- 
excretors.” Urinary ether extracts from healthy in- 
dividuals as well as carcinoma patients showed traces 
of atebrin for some time, which proved that despite 
the negative spectrometric determinations atebrin 
must have been present. 

The value of delayed urinary atebrin excretion as a 
sign of cancer under the given experimental circum- 
stances is doubtful. —Karel B. Absolon, M.D. 


Basal-Celled Carcinoma in Atypical Adamantinomas 
(L’epitelioma basocellulare ad evoluzione adamant- 
inoide a sede atipica). G. ScARCELLA PERINO. Arch. 
ital. pat. Clin. Tumori, 1958, 2: 127. 


‘THE AUTHOR reports 2 cases of basal-celled carcinoma, 
one of which occurred at the angle of the mouth and 
the other in the nasal labial fold. These lesions pro- 
duced ulcerations which did not heal and were sub- 
sequently resected. On histological examination, the 
lesions consisted of solid cylindrical cords with an 
abundant vascular fibrous stroma with a positive 
reaction for mucin. 

These lesions develop from abnormal embryonic 
rests of tissues which form the oral cavity. In these 
2 cases, the lesions were located in the skin of the lip. 
It was formerly thought that these lesions always re- 
mained benign. The examination of these 2 cases and 
others reported in the literature showed that the basal 
epithelium can undergo malignant change. The 
author describes other cases in the literature in which 
metastases were produced. 

The therapy of this lesion should consist of com- 
plete excision followed by a course of x-ray therapy. 

—Roland A. Manfredi, M.D. 


Technique and Results of Isolation of Cancer Cells 
from the Circulating Blood. Sruarr Roserts, ALVIN 
WatneE, RutH McGratu, EvizABETH McGrew, and 
WarkEN H. Cote. Arch. Surg., 1958, 76: 334. 


THIS ARTICLE deals with a technique for the isolation 
of cancer cells from the circulating blood, utilizing 
differences in specific gravities. The historical aspects 
of demonstrating cancer cells in the venous blood are 
reviewed, as well as methods of separating the cell 
population of the blood. 

This method for the isolation of cancer cells from 
the blood stream is described as being physiologic in 
that no organic acids or saponin are used. All ma- 
terials are within the physiologic range of pH and 
osmolarity. 

The isolation of the cancer cells from the whole 
blood is a two-step process: step 1 consists of the 
elimination of the erythrocytes, and step 2 consists of 
the separation of the cancer cells from the leucocytes. 

The erythrocytes are removed by the addition of a 
specially prepared fibrinogen solution which is adjusted 
to the isotonicity and a pH of 7.4. The addition of the 
fibrinogen causes rouleaux formation of the erythro- 
cytes with sedimentation. This mixture is added to a 
10 c.c. blood sample and allowed to stand at room 
temperature for 20 to 45 minutes, during which time 
the erythrocytes settle to from 80 to 85 per cent of 


their packed volume, while the leucocytes and tumor 
cells remain in the supernatant plasma. The super- 
natant suspension of cells is decanted into a centrifuge 
tube and layered with the maintenance of an in- 
terface of more than 5 c.c. of albumin (fraction V “re- 
worked”) solution which has been adjusted to a spe- 
cific gravity of 1.065. After centrifuging, most of the 
leucocytes, which are heavier than the albumin, will 
be in the bottom of the tube, while the lighter tumor 
cells will be at the plasma-albumin interface. The 
tumor cells are now removed and resuspended in 
isotonic saline solution and recentrifuged to remove 
the albumin. The saline solution is decanted and the 
tumor cell sediment is streaked on glass slides. The 
slides are placed immediately in ether-alcohol solution 
and stained by the Papanicolaou technique. In order 
to prevent the loss of heavier tumor cells, the albumin 
is decanted from the original tube and subjected to 
the process described. For accuracy, cancer cells iso- 
lated by this technique were compared with a direct 
smear of the tumor. Cancer cell counts were deter- 
mined by counting all of the cancer cells found. 

Samples of blood for use in this study were collected 
in three ways: (1) from antecubital venipuncture, for 
peripheral blood samples, (2) by the aspiration of 
blood from a catheter inserted into a major venous 
trunk draining the tumor area, and (3) direct needle 
aspiration of blood from a vein draining the tumor 
site. The blood samples were processed immediately. 
It is of interest to note that in every positive case in 
which the peripheral and catheter samples were ob- 
tained simultaneously, both were positive. 

One hundred patients with cancer and 14 control 
patients with nonmalignant disease were studied. The 
cancer group was divided in four groups: (1) those 
with digestive tract carcinoma, (2) those with genito- 
urinary tract carcinoma, (3) those with carcinoma of 
the breast, and (4) those with miscellaneous malig- 
nancies. They were further subdivided into ‘‘curable” 
and “incurable” types. 

Of 23 curable digestive tract cancers, 2, or 8.6 per 
cent, and of 18 incurable cases, 5, or 27.8 per cent, 
demonstrated cancer cells in the blood. In the 2 posi- 
tive cases of the 23 curable patients the blood was ob- 
tained from venous drainage of the tumor site, since 
the peripheral blood was negative in all 23 cases. Of 11 
curable genitourinary tract cancers, 4, or 36.7 per 
cent, and 1 of 3 incurable cancers were positive for 
cancer cells. Of 23 curable breast cancers, 4, or 17.4 
per cent, and both of 2 of the incurable group were 
positive. Of the 14 control patients with benign lesions 
in which cancer was considered in the differential 
diagnosis, none demonstrated cancer cells in the blood. 

Of 62 patients studied during an operative pro- 
cedure, 12, or 19.3 per cent, showed cancer cells in 
the circulating blood. In 6 of 7 positive cvses with 
adequate data studied before and after manipulation, 
there was an increase in the number of cancer cells in 
the blood stream during manipulation incident to re- 
section of the tumor. One patient with carcinoma of 
the kidney demonstrated cancer cells in the inferior 
vena Cava preoperatively and showed a fourteen-fold 
increase in the number of cells upon manipulation. 
One case of breast cancer which showed cancer cells 
preoperatively, showed no significant increase incident 
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to surgical manipulation. In 2 carefully studied cases, 
cancer cells disappeared from the circulating blood 
stream within minutes after removal of the primary 
carcinoma. Of 72 curable cases, 12, or 16.7 per cent, 
showed cancer cells in the circulating blood obtained 
from any and all three venous sources. In contrast, 
9, or 31 per cent, of 28 incurable cases had cancer 
cells in the blood stream. This was interpreted as 
indicative of a direct relationship between the ad- 
vancing stage of the disease and the percentage of 
positive blood samples. |= — John J. Hudock, M.D. 


Smoking and Death Rates—Report on 44 Months of 
Follow-Up of 187,783 Men. E. CuyLER HAmMmonpD 
and DanreL Horn. 7. Am. M. Ass., 1958, 166: 1159. 


‘TOTAL DEATH RATES in relation to smoking habits were 
studied in 187,783 men who were traced for an average 
of 44 months by a team consisting of more than 22,000 
American Cancer Society volunteers. Death certifi- 
cates were obtained on every one of the 11,870 men 
recorded as dead at the end of the 44 month period of 
the study. Age being taken into consideration, the 
death rate of men with a history of regular cigarette 
smoking only was found to be 68 per cent higher than 
that of a comparable group who never smoked. The 
death rate increased with the amount of cigarette 
smoking, the death rate of those smoking two or more 
packs of cigarettes a day being 123 per cent higher 
than that of men who never smoked. Cigarette smok- 
ing appeared to have far more effect on the death rate 
than did pipe or cigar smoking. The death rate of men 
who had given up smoking for a year or more before 
being enrolled or who cut down on cigarette smoking 
during the period of the survey was significantly lower 
than the death rate of those who continued to smoke 
regularly. Many checks were made to determine the 
reliability of the statistics. No errors or biases were 
found that could have a serious effect on them. 
— Harvey W. Baker, M.D. 


DUCTLESS GLANDS 


The Role of the Thyroid Gland in Experimental 
Traumatic Shock. Jack H. OppeNnemmeR, HENRY 
and Davi A. Lastey. 7. Clin. Invest., 1958, 


Because of the meager body of information relating 
to the role of the thyroid gland in shock, it was the 
purpose of the authors to study several aspects of 
thyroid function in traumatic shock. The preparation 
used involved the creation of uniformly lethal soft 
tussue wounds by the detonation of high explosive 
charges on the hind extremities of Texas Angora 
goats. The clinical picture simulated conditions ac- 
tually prevailing on the battlefield. There is evidence 
that a toxic factor plays a role in the demise of these 
animals, 

The interrelationship of thyroid function and trau- 
matic shock was analyzed by a study of: (1) the 
changes of I'*! metabolism induced by shock, and 
(2) the effect of thyroid status on the survival of 
animals subjected to the standard injury. 

_ The dynamics of iodide metabolism were studied 
in 10 control animals and in 11 animals subjected to 
the standard injury following the injection of a 10 
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microcurie dose of I'*', The following determinations 
were made in each case: (a) the 6 hour thyroid up- 
take, (b) the 6 hour renal excretion, and (c) plasma 
I'5! concentration from 5 minutes to 6 hours after ad- 
ministration of the dose. At the end of the 6 hour 
period each animal was sacrificed, the thyroid ex- 
cised, the uptake obtained, and the volume of urine 
measured. 

The maximal uptake of ['*! in 10 castrated goats 
varied from 20 to 40 per cent of the administered 
dose, but was not reached until about 170 hours after 
injection. The mean thyroid clearance was deter- 
mined to be 2.29 ml. per minute and the renal clear- 
ance 3.32 ml. per minute. The mean protein-bound 
iodine was 6.06 mgm. per 100 ml. serum. Thyroid 
uptake, thyroid clearance, renal excretion, and renal 
clearance were all significantly depressed in goats 
submitted to the standard trauma. Thyroid uptake 
and clearance were apparently depressed to a greater 
extent from their normal values than were renal ex- 
cretion and clearance. 

In studying the effects of thyroid status on the sur- 
vival of goats subjected to traumatic shock it was 
found that in 10 thyroidectomized animals wounded 
10 days after the surgical procedure, no significant 
difference in survival time from control animals was 
found and no significant changes in weight, pulse, 
respiration, and temperature were noted in the in- 
terval following thyroidectomy. 

Thirteen animals were given 11 daily intramuscular 
injections of 2 mgm. L-thyroxin. At the end of this 
period they showed a striking increase in pulse, respi- 
ration, temperature, and protein-bound iodine values 
and a mean weight loss of 9.4 per cent body weight. 
Survival time was decreased to 11.7 hours following 
injury. Survival time was not significantly influenced 
by weight loss or the sensitivity of hyperthyroidism to 
anoxia. 

It appears from these experiments that the iodide 
concentrating capacity is severely reduced in shock. 
Decreased renal clearance of I'*! would seem to ac- 
company the decrease in effective renal blood flow 
and glomerular infiltration. The fact that the thyroid 
content of I'*! changed little would preclude a massive 
discharge of labeled hormone from the gland. 

The survival experiments would tend to indicate 
that the recently thyroidectomized animal can resist 
injury as well as the normal animal. The shortened 
survival of the hyperthyroid animals is consonant 
with the clinical observation that hyperthyroid pa- 
tients present an increased operative risk. The short- 
ened survival does not seem to result from adrenal 
depletion. 

In these experiments, values for thyroid and renal 
clearance, uptake of I"!, iodide space, and level of 
protein-bound iodine in normal goats have been 
ascertained. —Alfred H. Noehren, M.D. 


Lymphadenoid Goiter (Hashimioto’s Disease). R. L. B. 
Beare. Brit, M. 7., 1958, 1: 480. 


Tuis stupy is based on 33 patients with lymphadenoid 
goiter who were operated on at the Middlesex Hospital 
during the past 20 years. During this period, 2,141 
thyroidectomies were done, which represents an inci- 
dence of lymphadenoid goiter of 1.54 per cent. It 
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affects middle-aged women with an average age of 51 
years. Only one case occurred in a male. 

In all cases a swelling in the neck was noticed by the 
patient for a period averaging 2.5 years. More than 
one-third of the patients complained of a feeling of 
discomfort and tightness in the neck. Also in one-third 
of the patients, the voice had become hoarse, but there 
was no recurrent nerve palsy, only a thickening of the 
vocal cords. Lassitude was a common complaint. 


Major pressure effects of the goiter were rare, but. 


minor degrees of dysphagia were not uncommon as 
well as some breathlessness. A characteristic feature of 
the disease was the way in which all the symptoms 
tended to vary from time to time. The goiter was 
usually firm, symmetrical, bosselated, and affected 
every part of the gland. The amount of fibrous tissue 
in these goiters varied. The gland moved freely on 
swallowing. 

Most of the patients have depressed thyroid func- 
tion, amounting to frank myxedema in about one- 
fifth of the cases. Occasionally an erroneous diagnosis 
of thyrotoxicosis is made because of irritability and 
loss of weight due to depressed appetite. The basal 
metabolism is usually lowered or is at the lower limit 
of normal. Fifteen cases of this series were within 
normal range (—15 to +15 per cent by the Aub- 
DuBois scale) and 9 were hypothyroid. The serum 
cholesterol is a poor index of thyroid function, but in 
8 patients it ranged from 150 to 380 mgm. 

Radioactive studies in 8 patients showed an approx- 
imate 50 per cent uptake of the dose administered in 
24 hours. Urinary excretion was in the region of 30 
per cent. The precipitin test is still in the experimental 
stage and was performed in only 3 cases, all showing 
strongly positive results. Plain roentgenograms of the 
thoracic inlet demonstrated minor degrees of tracheal 
deviation or compression in 15 of 25 cases. 

The reasons for operation were suspected malig- 
nancy in 11 cases, pressure symptoms in 10 cases, 
cosmetic reasons in 3 cases, pain in the neck in 2 cases, 
diagnosis of thyrotoxicosis in 1 case, and undeter- 
mined in 9 cases, 

Evidence is accumulating to show that lymph- 
adenoid goiter can be effectively treated by the ad- 
ministration of thyroid by mouth. Six patients in this 
series received preoperative treatment with thyroid 
extract in doses varying from .5 to 2 grains daily, all 
with favorable results. While radiation also brings 
about diminution in the size of the goiter, it is not su- 
perior to thyroid treatment. 

Joll’s statement that there is considerable doubt 
whether surgical treatment is necessary in Hashimoto’s 
disease if pressure symptoms are slight is still true; 
nevertheless, there are circumstances in which surgery 
must be seriously considered. These are the presence 
of major pressure symptoms, the possibility of malig- 
nant disease, and failure of medical treatment. The 
aim of the operation should be to perform a liberal 
subtotal thyroidectomy, followed by the taking of 
thyroid postoperatively. In any case, myxedema is the 
inevitable result of lymphadenoid goiter and necessi- 
tates the supply by mouth of an adequate amount of 
thyroxin. 

The thyroid glands of all 33 patients in this series 
conformed to a similar pathologic pattern, regard- 


less of clinical size or length of history of the goiter. 

The external surface of the gland showed lobula- 
tion, but the capsular surface remained intact. The 
thyroid epithelium showed degenerative changes with 
lack of colloid production and disruption of the acini. 
Lymphoid follicles were present and formed ore of 
the diagnostic characteristics of this type of goiter. 
They are of variable sizes and shapes. There was 
diffuse cellular infiltration which permeated around 
groups of cells and between individual cells of the 
residual epithelium. Giant cells were present in many 
cases, which appeared to be formed as a reaction to 
the residual colloid. Increased fibrosis formed a con- 
stant feature of these goiters; it encapsulated the gland 
and subdivided the goiter in lobules. At no point did 
it penetrate the capsule. 

A few cases showed marked enlargement of the 
cervical lymph nodes, often raising the suspicion of 
metastatic carcinoma. One patient had a typical 
lymphadenoid goiter with an area of primary car- 
cinoma. 

An overwhelming majority of patients who have 
undergone thyroidectomy will require full thycoid 
medication for the rest of their lives, the majority 
requiring 2 to 3 grains daily of thyroid extract. 

Many possible etiologic factors in lymphadenoid 
goiter have been advanced, the most important being 
the one given by Roitt that the presence of an anti- 
body to their own thyroglobulin in the serum of these 
patients suggests that the pathologic changes are of an 
antigen-antibody reaction. One interesting fact is that 
a considerable proportion of these patients give an 
antecedent history of diseases, the common denomi- 
nator of which may be regarded as a pathologic sen- 
sitivity on the part of the body tissues to various 
stimuli. No evidence was found that the lymphadenoid 
gland represents a late stage of thyrotoxicosis. It 
seems likely that the lymphadenoid change occurs 
independently of any pre-existing disease of the gland. 

Likewise the change may affect a malignant gland 
as in one of these cases. 

It seems, therefore, that this sensitization of the 
patient to her own thyroglobulin occurs as an episode 
in the life history of her thyroid gland, after which the 
histologic changes are imposed on the gland. The 
underlying cause of this phenomenon is unknown. 

—Alfred H. Noehren, M.D. 


Nodular Goiter and Thyroid Cancer. Lewis M. 
and Artuur C. Heineman. NV. England 
F. M., 1958, 258: 457. 


THE PRACTICE of removing a nodule or multiple 
nodules from the thyroid gland for the prevention of 
cancer has been challenged in recent years. It has 
been said that cancer may exist and not be malignant, 
but such a cancer may change its growth rate at any 
time. Statistics on the occurrence of cancer in nodular 
goiters vary considerably. Some investigators believe 
all sizable nodular goiters should be removed, not 
only because of the possible existence of cancer, but 
also for the prevention of cancer or hyperthyroidism. 
Some believe it is practically impossible to make a 
definite clinical diagnosis in most cases of cancer. 
The term thyroid adenoma is often used as synony- 
mous with thyroid nodule, but this term cannot be 
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confirmed until the histologic diagnosis has been ob- 
tained. Sokal concluded there was a tenfold greater 
chance that cancer would develop in patients with 
nodular goiter than in those without nodular goiter. 
In many goiters, a lump or goiter had been known to 
be present for 5 years or longer before a cancer was 
diagnosed. The presence of nodular goiter in a stand- 
ard population has been estimated by Sokal to be 3.7 
per cent. However, more recent autopsy findings 
show nodular goiter to be present in 8.2 per cent 
of the population, and in 15.7 per cent of women 
more than 50 years of age. These figures vary greatly 
among various investigations, but for all practical 
purposes, non-neoplastic goiter is present in 34 per 
cent of thyroid glands assumed to be clinically nor- 
mal, The number of cases of cancer varies from 0.2 per 
cent to 3.2 per cent per 100,000. 

Crile states that 60 per cent of their thyroid cancers 
are papillary, whereas 25 years ago only 16 per cent 
were papillary. The average age to-day is 30 years 
whereas the average age 25 years ago was 50 years 
and the tumors were larger. He concluded that 
nodules are removed earlier to-day. 

In the present study, all Lahey Clinic records of 
patients operated upon in 1951 with a diagnosis of 
thyroid nodule were reviewed. In that year 570 cases 
of nontoxic nodular goiter were diagnosed and oper- 
ation performed in 390 of them. There were 15 cases 
of cancer among these, of which 9 were unsuspected 
and 6 were found among 21 cases suspected. In 164 
cases of multinodular goiter, cancer was suspected in 
7, but found in only 1. Of 58 cases of toxic nodular 
goiter and 224 cases of diffuse goiter with hyper- 
thyroidism in which operation was done in 1951, no 
cancer was found, although in the next two years 4 
cases were found. Lahey and Hare found cancer in 
5.5 per cent of 3,753 cases of nontoxic nodular goiter 
in which operation was performed and in 0.59 per 
cent of cases of toxic nodular goiter. Sokal from his 
studies concluded that toxic goiter is more likely than 
nontoxic goiter to give rise to cancer, but the authors 
do not agree with this conclusion. 

Pemberton reported that in 60 per cent of the cases 
in which cancer was found at operation, it was sus- 
pected. On the other hand, a suspicion or diagnosis 
of cancer was recorded for a total of 41 cases in the 
authors’ entire group of 721 cases of all types of 
goiter in which operation was carried out and in 10 
of these 41 cases, or 24.4 per cent, cancer was found 
on pathologic study. The figure of cancer for all cases 
with operation was 3.8 per cent and for all cases of 
nodular goiter it was 5.2 per cent. This figure shows 
a remarkable consistency with reports from other 
centers. In reviewing a larger sample of 115 verified 
cancers from the years 1951 to 1953 inclusive, of 80 
patients, 35 had single nodules with cancer, and 15 
had multinodular goiters with cancer. A high index of 
suspicion or a definite diagnosis of cancer was re- 
corded in 40 of the 80 patients. 

The number of deaths per year from cancer of the 
thyroid gland in Switzerland in the years 1950 to 1954 
was 2.4 per 100,000. Approximately the same number 
of patients died from malignant thyroid disease in 
England and Wales, although the population is ten 
times as great. In the United States, the death rate 
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from cancer of the thyroid was 0.64 per 100,000. In 
one series in Switzerland, the prevalence of cancer in 
routine thyroid operations was 4.2 per cent. 

From these observations one can conclude that 
there is a greater chance of cancer in those patients 
with nodular goiter. For every 15 cases of clinically 
diagnosed solitary nodules there was 1 case of cancer. 
More patients with thyroid cancer were being dis- 
covered per year than were dying of cancer which 
suggests that surgery must have had some influence 
on mortality. 

Although cancer is found more frequently at opera- 
tion for nodular goiter, there seems to be little evidence 
that nodular goiter may be carcinogenic. Neverthe- 
less, the presence of a nodular goiter should remind 
the physician of possible neoplastic disease. Cancer 
may be present in multinodular goiter and when ac- 
celeration of growth occurs, the physician as well as 
the patient should be suspicious. A simple statistical 
rule of thumb is rarely ever applicable to the diag- 
nosis and treatment of this or any other disease. 

The following points lead to a clinical diagnosis 
or a high degree of suspicion of cancer and are in- 
dications for surgery: 

1. All cases of clinical thyroiditis without a history 
of this disease in the past. 

2. Fairly recent and rapid enlargement of a nodular 
goiter. All firm or hard discrete nodules, especially in 
patients who are less than 50 years of age and in 
children. 

3. Persistent lymph nodes adjacent to the thyroid 
gland. 

4. Nodular goiter with laryngeal paralysis. 

5. All large nodular goiters causing tracheal com- 
pression or unsightliness. 

The physician must accept the full responsibility of 
advising for or against operation. The clinical sus- 
picion of cancer carries considerable weight as borne 
out by the pathologic findings at operation. 

—Alfred H. Noehren, M.D. 


Recurrent Laryngeal Nerve Lesions During Thy- 
roidectomy. A. F. Wittiams. Surgery, 1958, 43: 435. 


THE AUTHOR studied the larynx before and after 
operation in 100 personally performed thyroidectomies 
for benign goiter. Malignant and recurrent goiter 
cases were excluded. The larynx in each case was 
examined by indirect laryngoscopy by a laryngologist 
and no nerve lesion was found. All operations were 
performed under general endotracheal anesthesia. No 
attempt was made to isolate the recurrent laryngeal 
nerve. The inferior thyroid artery was tied when found. 
It was not found in 11 cases. At the end of the opera- 
tion the larynx was examined by direct laryngoscopy 
and no patient was observed to have suffered a nerve 
lesion. 

Four or five days later, the vocal cords were ex- 
amined by indirect laryngoscopy. Seven patients were 
found to have paralysis of one cord. These were re- 
examined at frequent intervals and 5 of the 7 showed 
full recovery. Four of these recovered within 3 months 
and the other patient in 10 months. Thus of 100 pa- 
tients, 2 were left with a permanent unilateral nerve 
lesion. The 7 patients had actively moving cords at 
the end of the operation and therefore the author 
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reasons that the recurrent nerve had not been divided, 
crushed, or caught in a ligature. Since this would have 
led to immediate cord paralysis, he concludes that the 
damage to the nerve occurred after the operation. 

Among the possible causes for the postoperative 
lesion he lists blood clots, anemia, fibrosis, and edema 
to the nerve. Blood clot as a possible cause was con- 
sidered as unlikely because none of the involved cases 
had hematoma formation or respiratory interference. 
Anemia to the nerve was ruled out since the nerve had 
not been dissected out. Fibrosis as a cause was rejected 
since it could not cause a lesion within 4 or 5 days 
after operation. 

Edema causing compression of the nerve fibers was 
considered to be the most likely cause and he states 
that if the nerve were actually isolated, in every case 
the incidence of postoperative nerve lesions would 
probably have been higher. 

As evidence against nerve division, crushing, or 
ligature he refers to the study in dogs by Judd, New, 
and Mann, who found no recovery within one year 
following these injuries to a recurrent laryngeal nerve. 
In his 5 patients, the rate of recovery was rapid; 4 had 
complete recovery within 3 months, one showed signs 
of recovery after 6 months which was complete at 10 
months. 

The author states that any reports of nerve lesions 
after thyroidectomy which are not based on laryngo- 
scopic examination of all patients are of dubious value. 
He is of the opinion that it is impossible to state with 
certainty whether or not a patient had a paralyzed 
cord during the postoperative period except by in- 
spection of the larynx. Respiration changes are not 
reliable. The voice is an unreliable guide as it may be 
impaired by pressure from the endotracheal tube, 
giving a misleading impression of nerve damage. Also 
the voice may sound normal even though one cord is 
immobile. 

He raises objections to the policy of routine exposure 
of the recurrent nerve in all cases. To do this ade- 
quately with extensive dissection one causes trauma in 
the region of the nerve which is followed by varying 
degrees of edema leading to a nerve lesion. This would 
occur without any visible damage to the nerve. Also 
bleeding during the dissection is a hazard which could 
lead to actual nerve damage during hemostasis. 

— John J. Hudock, M.D. 


EXPERIMENTAL SURGERY 


Effect of Stress Hormones on Urethane-Induced Pul- 
monary Adenoma in the Mouse (Wirkung von 
Adaptationshormonen auf Urethan-Lungentumoren 
der intakten Maus). A. Ropert and P. K1iArner. 
Arch. Geschwulstforsch., 1958, 12: 28. 


Tue EFFECT of hydrocortisone and of somatotrophic 
hormone (STH) on the growth of urethane-induced 
pulmonary adenoma was studied. Sixty-eight albino 
mice of strain A, 3 weeks old and weighing 10 to 15 
grams, received urethane intraperitoneally, 1 mgm. 
per gram body weight. The mice were divided into 
four groups which, 5 months later, were treated as 
follows: 

1. Controls—no further treatment. 

2. Hydrocortisone subcutaneously every 
second day, 4 gammas per gram body 
weight. 

3. STH subcutaneously, 20 gammas per 
gram daily. 

4. Both hydrocortisone and STH. 

Fifteen weeks after the institution of hormone 
therapy, the animals were killed. The lungs were sec- 
tioned histologically and camera lucida drawings 
were prepared from the largest sections. From these 
drawings the number of tumors and the ratio of 
tumor area to lung area, determined by planimetry, 
were recorded. 

Multiple pulmonary adenomas were found in all 
mice except one from group 3. The average number 
of tumors found in the four groups, in order, were: 
6.2, 6.7, 8.8, and 7.6. These differences in the number 
of tumors might be explained by the method of 
sampling. The relative tumor size (ratio of tumor area 
to lung area), with standard deviation, was: 6.17 + 
1.85 per cent in group 1, 4.50 + 0.93 per cent in 
group 2, 10.47 + 1.38 per cent in group 3, and 8.63 + 
0.80 per cent in group 4. The differences between 
groups 2 and 3, and between groups 2 and 4, were 
statistically significant. Thus, somatotrophic hormone 
increased tumor growth. Hydrocortisone decreased 
the growth of urethane-induced pulmonary adeno- 
mas, but by a statistically insignificant amount. The 
data from group 4 indicate that hydrocortisone and 
STH have an antagonistic effect on the growth of 
pulmonary adenomas. —Elmer V. Dahl, M.D. 
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OPERATION POSSIBLE 


ned 


Levophed raises blood pressure 
in seconds, makes the “‘inoper- 
able” patient in shock operable. 


Life-saving Levophed is effec- 
tive even when transfusions 
fail. Its dependable vasopressor 
action converts the “‘poor risk” 
patient to a good risk. 


“,..the most satisfactory form of treatment to date 


natural 
antishock 
pressor 
hormone 


1. Briller, S.A.: M. Clin. North America 41:619, May, 1957. 


LABORATORIES, New York 18, N.Y. 


Levophed (brand of levarterenol), trademark reg. U.S. Pat. Off. 
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§ prompt, aggressive 
antibiotic action 
aa reliable defense against 


monilial complications 


both are often needed when 


bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world's most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. : 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 cc. dropper bottles. 


Squibb Quality — the Priceless Ingredient 


mystectin ©, sumycin © ano mycostatin © are SQUIBB TRADEMARKS: 
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Camp fabric lumbosacral supports play an 
important part in the conservative treat- 
men of orthopedic conditions. They steady 
and limit the motions of the joints, liga- 
ments and muscles in injuries and diseased 
conditions of the low back. Available 
without or with steel upright reinforce- 
ments or with the Camp spinal brace as 
needed. 


Camp's Lumbosacral Supports are scien- 


tifically designed to give a secure fit to the 
pelvic girdle, the upper lumbar and the 
low dorsal spine, including the entire ab- 
domen in front, thus giving maximum 
lumbar spine support with the greatest 
patient comfort. 


Camp trained fitters will give your patients 
immediate service according to your spe- 
cific prescription. 


S. H. CAMP and COMPANY 


Jackson, Michigan 
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400 mg. MILTOWN® + 0.4 mg. CONJUGATED 
ESTROGENS (equine) 


200 mg. MILTOWN® +. 0.4 mg. CONJUGATED 
ESTROGENS (equine) 


Miltown acts immediately to 
= relieve emotional symptoms 


« relax skeletal muscle; relieve 
tension headache and low back pain 


Conjugated estrogens (equine) 
= help restore endocrine balance 
« relieve vasomotor and metabolic 
disturbances 


SUPPLIED: Bottles of 60 tablets. 
DOSAGE: | tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Literature and samples on request. 


WALLACE Wy) LABORATORIES, New Brunswick, N. J. 


CMP-8170-128 
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DESITI 


hemorrhoidal | 


SUPPOSITORIES 


with cod liver oil 


hemorrhoids 


» 


a suppository, such as Desitin, reduces straining at the 
stool by lubricating the anal canal.! 


conservative treatment is indicated’? for mild to 
moderate symptoms of simple hemorrhoids, fissures, 
cryptitis, pruritus ani...in pregnant and other patients. 


DESITIN SUPPOSITORIES lubricate, soothe, protect, ease 
pain, itching... and aid healing (with Norwegian cod liver 
oil, rich in vitamins A and D and unsaturated fatty acids). 
Free from drugs which might mask serious rectal disease. 


Write for samples and literature!-3 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 
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© postoperatively 

e@ in pregnancy when 
vomiting is persistent 

e following neurosurgical 


diagnostic procedures 
e in infections, intra-abdominal 
fo r disease, and carcinomatosis 
e after nitrogen mustard therapy 
nausea 
as @ 
and vomiting 


VESP 


provides prompt, potent, and long-lasting control 

capable of depressing the gag reflex 

effective in cases refractory to other potent antiemetic agents 
may be given intravenously, intramuscularly and orally 

no pain or irritation on injection 


Squibb Triflupromazine 


ANTIEMETIC DOSAGE: 

Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, , 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution —1 cc. ampuls (20mg./cc.) , 
1 cc. multiple dose vials (20 mg./cc.) 

Oral tablets —10 mg., 25 mg., 50 mg,, - 

in bottles of 50 and 500 


Squibb Quality — The Priceless Ingredient 


“VESPRIN’ D 1B A SQUIBS TRACEMARE 


89 


il 

e 
e 
4 

° | 

” 

SQUIBB 
1898 1958 
| 
| 


4-hour blood levels 


on a SINGLE intramuscular dose, 
in minimal injection volume 


This achievement is made possible by the unique solubility of TETREX (tetracycline 
phosphate complex), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
pain on injection than with previous, less concentrated formulations. 


te TeTREX Intramuscular ‘250’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
When the entire 250 mg. are to be injected, and minimal volume is desired, as little as 
1.0 cc. of diluent need be used. (Full instructions for administration and cong for 
adults and children, accompany packaged vial.) 


hy Each one-dose via! of TETREX Intramuscular ‘250’ contains: 
| TETREX (tetracycline phosphate complex) (tetracycline HCI activity)...........250 mg. 
Xylocaine* hydrochloride 40 mg. 


plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as buffering agents. 
*® of Astra Pharm. Prod. Inc. for lidocaine 


SUPPLY: Single-dose vials containing TETREX — tetracycline phosphate complex — each 
equivalent to 250 mg. tetracycline HCI activity. Also available in 100-mg. single-dose vials, 


XYLOCAINE 
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. 

. 
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_RISTOL LABORATORIES INC., SYRACUSE, NEW YORK 


new only potent narcotic analgesic 


LERITINE 


ANILERIDINE 


unsurpassed even for a 


* orally potent ® consistently 
gives profound relief 


® minimal side effects 


Additional information to physicians on request. 
Subject to Federal Narcotic Law. ; Ss MERCK SHARP & DOHME 
LERITINE is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & Co., Inc., PHILADELPHIA a, PA. 


There is only one 
JEWETT BRACE... 


Many braces are locally made for hyperextension of the spine 
and some have merit. 


The JEWETT BRACE has been clinically proven in thousands of 
cases as equal to or superior to a plaster hyperextension cast 

for uncomplicated compression fractures of the spine. 
Through your bracemaker— 
or literature, reprints and 
measuring charts upon request. 


We know of no other brace of this type which has such wide 
acceptance and approval and may be prescribed with equal 
confidence. 


All JEWETT BRACES are so labeled in gold on the lumbar pad. 


FLORIDA BRACE CORPORATION 
Winter Park, Florida 
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Dialogue from a small patient... 


BICILLIN’ 


ORAL SUSPENSION Philadelphia 1,Pa. 
Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 


SUPPLIED: 

Cherry flavor 300,000 units per 5-cc. teaspoon- 
ful, bottles of 2 fl. oz. 

Custard flavor —150,000 units per 5-cc. teaspoon- 
ful, bottles of 2 fl. oz. 


\ANS‘ 
Sy 


This advertisement 


conforms to the Code 
for Advertising of the 
Physicians’ Council 
for Information on 


Child Health 


PENICILLIN WITH 


one 


A,SURETY FACTOR 


a 
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retractor 


blades 


wider blades afford a larger and more 
dependable barrier between the packed in- 
testines and the operative field, thus per- 
mitting the use of lighter anesthesia. 


there is less handling of organs—hence less 
post-operative distension. Also fewer lap 
packs are needed. 


this unique blade offers the surgeon a range 
of retraction widths from 25%” to 5144”— 


LECK 68 YEARS OF KNOWING HOW 


Llanufacturers of Fine Surgical Instruments and Hospital Specialties « I astrument Repairing 


EXPANDABLE BLADE RETRACTOR 
RETRACTION UP TO WIDE 


94 


all controlled by merely sliding front and 
back blades. 


the new Wexler Expandable Blade Retrac- 
tor, made of the finest Weck Stainless Steel 
fits all standard retractor frames including 
the Wexler and the Balfour. Also ideal as a 
hand retractor. 

EDWARD WECK & COMPANY 


DIVISION OF STERLING PRECISION CORP. 
135 JOHNSON STREET, BROOKLYN 1, N.Y, 


WECK 
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MOST CONSISTENTLY EFFECTIVE 
AGAINST STAPHYLOCOCCI 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


IN VITRO SENSITIVITY OF 
OF STAPHYLOCOCCI TO CHLOROMYGETIN 
OTHER WIDELY USED A 


ABTIBIOTIC A ANTIBIOTIC’ B CHLOROMYCETIN ANTIBIOTIC ANTIBIOTIC D 
82.0% 96.0% 60.0% 59.2% 


*Adapted from Markham, N. PB. & Shott, H. C. W:: 
New Zealand 57:55, 1958. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent 
and, because certain blood dyscrasias have been associated with its administration, 
it should not be used indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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BONADOXIN 
STOPS 
MORNING 
SICKNESS, 


Highest percentage of relief: 

In Drugs of Choice’, clinical data 
on several therapies for nausea 
and vomiting of pregnancy is 
summarized. BONADOXIN afforded 
the highest percentage of relief 
in the “excellent” (79%) and 
“good” (16%) combined 
categories. The majority of cases 
were completely controlled in 
the first week of treatment, 
almost all on one tablet nightly. 
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YORK 17, ¥. 


Safe, too: 


BONADOXIN doesn’t “stop” the 
patient. It is free of side effects 
commonly associated with 
overpotent antinauseants. 
Goldsmith, reporting on 620 
controlled cases, states that 
“toxicity and intolerance 


[are] zero.’* 


Now 


available in tablet or drop form. 


Dosage: usually one tablet or one tsp. 


(5 cc.) at bedtime. Severe cases may require 


another dose on arising. 
Supplied: tiny pink-and-blue tablets, 


bottles of 25 and 100. Bonadoxin Drops in 


30 cc. dropper bottles. 


Each tiny pink-and-blue Bonadoxin tablet contains: 


Meclizine HCl (25 mg.) 
...for symptomatic relief 
Pyridoxine HCl (50 mg.) 


...for metabolic action and prompt 
antinauseant effect. 


Infant colic? 


Non-narcotic Bonadoxin Drops stop colic 


in about 85% of cases. . 


Each cc. contains: 


Meclizine Dihydrochloride. . .8.33 mg. 
Pyridoxine Hydrochloride. . .16.67 mg. 


Dosage: 
under 6 months 0.5 cc. 
2 or 3 times 
6 months to2 years 1.5 to 2cc. daily, on the 
2 to 6 years 3 cc. 
adults and children it jui 
over 6 years 1 teaspoon (5 cc.) water 


lied: 


Supp’ 
fruit-flavored, clear green syrup in 30 cc. 


dropper bottles. 


References: 1. 


St. Louis, C. V. Mosby Company, 1958, p. 347. 


2, Goldamith, J 
40:99 (Feb.) 1957. 


of Choice 1958-1959, 
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THE DRAMATIC 
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ADVANTAGES 
NEW PROSTHESES 


Prostheses of this remarkable material (purified white Teflon) are completely inert, 


low tissue reactivity with the lowest order of tissue reactivity of any known synthetic graft fiber. 


retention of In retention of strength, Teflon also exceeds any other known graft, natural or 
strength with age synthetic. Prostheses are subject to no degradation when implanted. 


Teflon is so indestructible and insoluble that chemists have called it ““dragon-fur.” 
virtually indestructible It will not deteriorate by hydrolysis, oxidation, degradation by acids, alkalis, 


organic chemicals or fluids. 


Maximum and unapproached; ensuring against any fibers cutting each other when 


flex abrasion resistance the implant is repeatedly flexed. 


: Prostheses of Teflon are produced with a controlled degree of 
porosity so that they become a matrix embedded in surrounding tissue; further, fibrin’s acceptance of Teflon 
results in both rapid formation and good adhesion of the fibrin lining. Teflon grafts heal most rapidly; 
2 to 3 weeks, in contrast to 4 to 8 months for other synthetic prostheses. The final healed graft is soft and pliable 

i i 1 .) fibrin lining. 
with a thin (average 1 mm.) fibrin lining Teflon Prostheses are available in the following forms: 
Arterial Grafts * — Produced in either knitted or woven form. Seamless structure and uniform crimping gives the 
desired degree of longitudinal elasticity. Non-Kinking; easily sutured and do not run, ravel or fray. Developed by 
W. Sterling Edwards, M.D. on es 
Bifurcated Aorta Grafts*—(Edwards) Knitted or woven form. Limbs are crimped to allow flexing, without 
kinking, so that the graft can be used as a by-pass as well as a replacement graft. (Available in November). 
interlocked Mesh * — To support adjacent tissue in the repair of large defects. Has porous mesh which, in contrast 
to tightly meshed impervious materials, permits drainage and ingrowth of fibrous tissue that is essential for wound 
healing. Special stitch allows cutting to any shape without heat sealing the cut edges; and it may be sutured near 
the cut edges. Developed in cooperation with J. Harold Harrison, M.D. 
Intra-Cardiac Patches * — (Edwards) For the repair of cardiac defects and general open heart surgery. Low 
degree of porosity. Interlocked stitches permits cutting and suturing near edges without danger of fraying. 


Write for illustrated brochure T-586 for complete information and reference material on Teflon Prostheses. 


Manufactured by United States Catheter & Instrument Corp. ¢ Distributed by ©. R. BARD, INC., SUMMIT, N. J. 
*Patents Applied For * © TEFLON is the Du Pont trade name for its tetraflorethylene resin and fiber. 
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HERNIATED DISK 
Radiographs—before surgery. 
(For photographs of surgery—turn page.) 


inert, 
fiber. 


Lateral radiograph (patient supine) with 
opaque oil in subarachnoid area shows 
anterior filling defect at the L4-5 disk space. 


al or 


fur, 
calis, 


Routine lateral radiograph shows loss of normal 
lumbar lordosis, also spur formation. 


when 


ee 


Recording 


invisible... 


be = AP and oblique views show lack of filling of the nerve | 
, and \ 1 sible root sheath at L4-5 disk space. 


t 

1 

How radiography and photography com- 

, plete the picture... help to accelerate The complete picture is invaluable to medical 
medical progress, aiding diagnostician, progress. Radiographs and photographs work 
surgeon, teacher and student. together to show what was seen and done. Such 

illustrations can be reviewed again and again 
Here on this page and the page following you 
: ... months, vears later... in conferences, class- 

J. see highlights of an operation for the correction : 

rooms, and lecture halls: and they can be 
of a herniated intervertebral disk. First. radio- y as. 
reproduced in textbooks and journals. 


graphs that aid neurosurgeon and orthopedist 


in diagnosis, help guide the surgeon’s fingers... The cost? Small, considering the pees 
then, color photographs of the surgery. value of the documented results. e Koda i 
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HERNIATED DISK 


Photographs—surgical procedure. 


4 


Muscle stripped, showing lamina Ligamentum flavum removed and 
and interlaminar spaces. dura exposed. 


Nerve root retracted; disk sequestrum extrudes 
spontaneously. 


Disk sequestrum being withdrawn. Final closure. 


For Radiography: Kodak Roval Blue Medical \-ray Film and Kodak 
\-ray processing chemicals meet the most exacting requirements. They 
are always dependable —uniform, Quality-controlled—rigidly tested— 


they are made to work together. 


For Color Photography: Kodachrome 

Films for miniature and motion-picture 

cameras: Kodak Ektachrome Films and 

Kodak Ektacolor Films for sheet-film 

cameras; Kodak Ektachrome Films for 

roll-film and miniature cameras: Kodacolor 

Films for roll-film cameras and cameras 

accepting No. 828 film. Kodak color 

print materials are also available. 

Order Kodak x-ray products from your Kodak x-ray dealer, 

Kodak photographic products from your Kodak photographic dealer. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 
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Watch for These Outstanding Features 


In Future Issues of 
SURGERY, Gynecology and Obstetrics 
With International Abstracts of Surgery 


ORIGINAL ARTICLES 

Tumors OF THE INTRAORAL AccEssoRY SALIVARY GLANpDs. Frank Vellios, M.D., and William G. Shafer, D.D.S., In- 
dianapolis, Indiana. 

PaTHoLocic CHANGES OccuRRING IN SEVERE ReEFLux Esopuacitis. Richard N. Moersch, M.D., F. Henry Elhs, Jr., 
M.D., F.A.C.S., and John R. McDonald, M.D., Rochester, Minnesota. 

An ANALysis OF RupTuRE OF THORACIC ANEURYSMS SUBSEQUENT TO ABDOMINAL ANEURYSMECTOMY. Flliot Senderoff, 
M.D., Lester Blum, M.D., and Ivan D. Baronofsky, M.D., New York, New York. 

A Cancer DETECTION SURVEY OF CARCINOMA OF THE LUNG AND FEMALE PEeLvis AMoNG Navajos ON THE NAvaAjo 
InptIAN RESERVATION. Clarence G. Salsbury, M.D., F.A.C.S., Forrest H. Howard, M.D., Paul S. Bassford, Jr., M.D., 
G. R. Atkinson, M.D., and Rex W. Green, M.D., Phoenix, Arizona. 

OxsTETRICAL VIEWPOINTS UPON THE RH Factor. Warren M. Jacobs, M.D., F.A.C.S., Houston, Texas. 

UrorepITHELIAL Linep SMALL Bowe As A URETERAL SusstituTE. Leonardo S. J. Martin, M.D., James H. Duxbury, 
M.D., and Wyland F. Leadbetter, M.D., F.A.C.S., Boston, Massachusetts. 

Putse TRANSMISSION THROUGH Grarts. F. NV. Niguidula, M.D., T. I. Jones, M.D., and W. Andrew Dale, M.D., F.A.C.S., 
Rochester, New York. 

ConcENITAL DEFICIENCY OF THE ABDOMINAL MUSCULATURE AND OpssTRUCTIVE Uropatuy. John H. McGovern, M.D., 
and Victor F. Marshall, M.D., F.A.C.S., New York, New York. 

THE MANAGEMENT OF MaAssivE HEMORRHAGE FROM DIVERTICULAR DisEASE OF THE COLON. Charles M. Earley, jr., 
Captain, USAF (MC), Richmond, Virginia. 

ARTERIAL Bypass BELOW THE KNEE. George C. Morris, Jr., M.D., Michael E. DeBakey, M.D., Denton A. Cooley, M.D., 
and E. Stanley Crawford, M.D., Houston, Texas. 

Enp ——- IN THE CoMBINED (COMMANDO) OPERATION FOR Moutu Cancer. H. Mason Morfit, M.D., Denver, 
‘olorado. 

THe TECHNIQUE OF SYNCHRONOUS (Two TEAM) ABDOMINOPERINAL PELvic EXENTERATION. Herbert E. Schmitz, M.D., 
——- Robert L. Schmitz, M.D., F.A.C.S., Charles J. Smith, M.D., F.A.C.S., and John 7. Molitor, M.D., Chicago, 
llinois. 

Use oF PLIABLE SYNTHETIC MEsH IN THE REPAIR OF HERNIAS AND TissuE Derects. Richard H. Adler, M.D., F.A.C.S., 
and Constante N. Firme, M.D, Buffalo, New York. 


COLLECTIVE REVIEWS 


MEsENTERIC VascuLaR Occtusion. William E. DeMuth, jr., M.D., F.A.C.S., Carlisle, Penn., William T. Fitts, Fr.» 
M.C., F.A.C.S., Philadelphia, Penn., Lewis T. Patterson, M.D., Philadelphia, Penn. 

ConceniTaL CHOLEDOCHAL Cyst, WITH A REPORT OF 2, AND AN ANALYSIS OF 94 Cases. Fernando Alonso-lej, M.D., 
William B. Rever, Jr., M.D., and Daniel 7. Pessagno, M.D., F.A.C.S., Baltimore, Maryland. 


Abstracts of Current World Literature, Editorials, Book Reviews, The Surgeon at Work, The 
Book Shelf, and other special material will also appear throughout the year. 


I enclose $15.00 for a one year subscription beginning with 
Subscribe To day! [$2.00 Additional Postage outside United States and Canada] 


issue. 


AN IDEAL GIFT... Doctor 
FOR A COLLEAGUE, 


(PLEASE PRINT CLEARLY) 


Address 
AN ASSOCIATE, 
A FRIEND City _— State 
Special Offer to: 
MEDICAL STUDENT [_] INTERN [_] RESIDENT [_ | 


Remit Only $10.00 for a One Year Subscription, New or Renewal 


SURGERY, Gynecology and Obstetrics 


54 East Erie Street, Chicago 11, Illinois 
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In diagnostic or surgical procedures, suriTAL sodium provides maximum conven- 
ience for the surgeon and for the anesthesiologist without sacrificing the safety 
or comfort of the patient. suritaL sodium offers the OR team and the patient these 
specific advantages: rapid, smooth induction - evenly sustained surgical plane of anesthesia 
prompt, pleasant recovery - laryngospasm and bronchospasm reduced in frequency and severity 


Detailed information on suritat sodium (thiamylal sodium, Parke-Davis) is available on request. 


FOR THE OR TEAM AND THE PATIENT...SAFETY, COMFORT, CONVENIENC! 


ultrashort-acting intravenous anesthetic sodium 


PARKE, DAVIS & COMPANY : [P): DETROIT 32, MICHIGAN 
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IN THE LABORATORY AND CLINIC 


an indispensable aid in 
research 


THE JOURNAL OF THE NATIONAL 
CANCER INSTITUTE serves primarily 
to elucidate the cancer problem, but 
many of the studies reported in its pages 
add to basic scientific knowledge in gen- 
eral and provide leads to solving prob- 
lems outside the cancer field. 

Thus, the Journal is a valuable re- 
search aid for investigators in the whole 
range of the biological sciences and med- 
icine. Its content is representative of 
cancer research throughout the world, 
including laboratory and clinical re- 
search, epidemiology and cancer control. 
Occasionally entire issues are devoted to 
the proceedings of scientific conferences 


or symposiums. 


An individual subscription assures you of prompt and ready access to the 


monthly issues of the Journal. Check or postal money order payable to the 
Superintendent of Documents should be sent with the form below. 


SUPERINTENDENT OF DocuMENTS 
U. S. GoveRNMENT PRINTING OFFICE 
Wasnincton 25, D. C. 


Please enter my subscription to the Journal of the National Cancer Institute, 12 


months, $20.! = 
t PLEASE PRINT. 
Name 
‘In the U. S., Canada, and Mexico. 
( In other countries, $25 Address 
for 12 months. 5 
City Zone 
4 State 
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new A.C.M.|. Sterile Packaged Premium 
Catheter i is double-protected by double 
aging, for assured sterility. Even should the 
durable outer on-peelable package be torn 
or cut unduly rough the. 


Sterilizet under rigidly 
controlled conditions; and is checked by 
thorough bacteriological testing before 

b each catheter is released. These catheters 


DERICK J, WALLACE, President” 


sloscope 


SAFE EFFECTIVE 
ANTIEMETIC 


e motion sickness 


e vestibular disturbances 


e postoperative vomiting 


e febrile illness in children 


e drug therapy 


e gastroenteritis 


PREVENTS OR QUICKLY RELIEVES 
DIZZINESS « NAUSEA «- VOMITING 


and — 


e is free of hypotensive action 1 
e does not potentiate the effect of 


barbiturates or narcotics 


e rarely causes drowsiness 


TABLETS INJECTION SU 


*Marezine’ brand Cyclizine 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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THE NEW 
OHIO-KREISELMAN® 
_ INFANT BASSINET 
_ RESUSCITATOR 


is safe for use in Class |, 
Group C anesthetizing areas 


@ Furnishes oxygen intermittent- 
ly under positive pressure 


'® Provides for easy endotracheal 
intubation 


Explosion-proof aspirator 
quickly aspirates secretions 
| Designed for faster drainage 


Permits free inhalation at at- 
mospheric pressure 

Safe, explosion-proof electric 
heater. 


Use with cylinder or pipeline 
systems 


e 8 different styles available 


For complete information on the new Ohio-Kreiselman Infant Bassinet Resuscitator, see 
your local Ohio representative or write directly to the Company for Brochure No. 4781 


OHIO CHEMICAL PACIFIC COMPANY, 
Berkeley 10, Calif. 


OHIO CHEMICAL CANADA LIMITED, 


Toronto 2 
AIRCO COMPANY INTERNATIONAL, 
New York 17 
CIA. CUBANA de OXIGENO, HAVANA 
All Divisi bsidiari f 
OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
MADISON 10, WISCONSIN 
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From the American College of Surgeons: 


TRAUMA MANUALS 
AVAILABLE 


Outline of the Treatment of Fractures $1 00 


This sixth edition of the “Fracture Manual,” revised and amplified, 
covers the general principles of fracture treatment and cites treatment and 
rehabilitation of specific fractures, including a chapter on operative 
treatment. 

Edited by Dr. Edwin F. Cave, Boston, subcommittee chairman; and 
Drs. Preston A. Wade, New York; Henry C. Marble, Boston; and Harold 
A. Zintel, New York. 

This 97-page, pocket-size ‘Fracture Manual” also includes 45 line draw- 
ings, a concise bibliography, and “‘fracture aphorisms.” | 


Early Care of Acute Soft Tissue Injuries $1 on 


This manual is a compilation of contributions from more than 30 
authorities. It contains general considerations of the problems of soft 
tissue injuries and their management, and chapters on injuries to specific 
sites of the body. 

Edited by Trauma Committee members Michael L. Mason, Chicago, 
chairman; R. Arnold Griswold, Louisville; and Preston A. Wade, New 
York. Pocket-size. 


These manuals are sponsored by the Committee on Trauma of the American I 
College of Surgeons and published at cost by the College. | 
Copies may be ordered from the Business Office by the coupon on this page. 


Business Office 
AMERICAN COLLEGE OF SURGEONS 
40 East Erie St., Chicago, Illinois 


["] send me ...+..... copy(ies) of Please send me ......... copy(ies) of 
Outline of the Treatment of Fractures Early Care of Acute Soft Tissue Injuries at 
at $1.00 per copy. $1.00 per copy. 


I enclose check for $............ in payment. (Manuals will be sent postage prepaid) 
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THE HANDBOOKS 


OPERATIVE SURGERY 


7 UP-TO-DATE VOLUMES BY 
FOREMOST AMERICAN SURGEONS 


HEAD & NECK, Just Ready. By Robert A. Wise, 
M.D., and Harvey W. Baker, M.D., VA Hospital, 
Portland, Oregon. 319 Pp.; 350 Illus. on 135 full- 
page plates. $9.75 


THE CHEST, New 2nd Edition. By Julian Johnson, 
M.D., & Charles K. Kirby, M.D., University of 
Pennsylvania. 398 Fp.; 475 Illus. on 117 full-page 
plates. $9.75 


STOMACH & DUODENUM, New 3rd Edition. By 
Claude E. Welch, M.D., Massachusetts General 
Hospital. Approx. 370 Pp.; 491 Illus. on 137 full- 
page plates. Approx. $9.50 


SMALL & LARGE INTESTINE. By Charles W. Mayo, 
M.D., The Mayo Clinic. 340 Pp.; 360 Illus. on 125 
full-page plates. $9.00 


BILIARY TRACT, PANCREAS & SPLEEN, 2nd 
Edition. By Charles B. Puestow, M.D., University 
of Illinois. 381 Pp.; 422 Illus. on 104 full-page 
plates. $9.75 


SURGICAL UROLOGY, By R. H. Flocks, M.D., & 
David Culp, M.D., State University of Iowa. 392 
Pp.; 567 Illus. on 159 full-page plates. $9.75 


SURGICAL GYNECOLOGY, Including Important 
Obstetric Operations, 2nd Edition. By J. P. Green- 
hill, M.D., Cook County & Michael Reese Hospi- 
tals, Chicago. 377 Pp.; 579 Illus. on 144 full-page 
plates. $9.50 


3244 Superb Original 
Illustrations 

Created in the 
Amphitheatre by 
Masters of Medical Art 


To the hundreds of surgeons who have taken time to write or to 
pause at Year Book convention displays, the authors and publish- 
ers of the Handbook Series express deep appreciation for the 
glowing tributes to these guides to better operative procedure 
and management. 


In concept, in format, in illustrative excellence, the Handbooks 
are unique. Here is surgical technic presented as most doctors 
want it. Scope of each volume is encyclopedic, yet physically these 
books are extremely compact, concise. Approximately one-half of 
the pages are devoted to full-page plates with related text always 
complete on the facing page. Your convenience, your desire for 
specific, quickly grasped details have been religiously respected. 
The ultimate in utility has been the goal, and admirably achieved. 
With addition of Wise & Baker’s just-published volume on Head 
and Neck Surgery, the stature of the Handbook series continues 
to grow. A special price is offered when all 7 volumes are ordered 
as a unit, but any of the volumes may be ordered singly. 


If you have not yet owned a Handbook or wish to add to vol- 
umes previously purchased, indicate your choices in the form 
below and copies will be gladly submitted on a 10-day examina- 
tion basis. 


PUBLISHERS 


THE YEAR BOOK PUBLISHERS, INC., 200 East Illinois St., Chicago 11, Ill. 


Please send and bill subject to 10 days’ approval 


Surgery of Head and Neck.......$9.75 St 


h & Duod 


The Chest... 
1 Surgical Gynecology..... 


Surgical 


... Approx. $9.50 [) Small & Large Intestine..........$9.00 


© Biliary Tract, Pancreas & Spleen...$9.75 


0 Allseven volumes at special series 


SG&O Dec. 58 


14 di e B e e h e 
ictorial of Surgica Technic 
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$9.75 
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9 
For caudal and lumbar epidural 
anesthesia only—Injection of 


For infiltration and minor block 


anesthesia only—Injection of 
CYCLAINE Hydrochloride 1% 


2 


For spinal anesthesia—Injection of CYCLAINE 
Hydrochloride 2.5% with 10% Dextrose 


For topical anesthesia— Topical 
solution of CYCLAINE Hydrochloride 5% 


For surface (topical) anesthesia— 
CYCLAINE Hydrochloride Jelly 5% 


and 
versatile local anesthetic 


Hydrochloride ctexyicaine Hydrochtoride) 


CYCLAINE has a low index of sensitization, may 
be administered to patients with known sensitiv- 


ity to other local anesthetics with little likelihood of Qo) 
untoward effects. On an equal concentration 
basis CYCLAINE is topically as potent as cocaine, Merck: Sharp & Dohme 
and faster and longer acting than procaine for Division of MERCK & CO., Inc. 
infiltration and nerve block anesthesia. It is avail- Philadelphia 1, Pa. 
able in five dosage forms suitable for any local ‘ 


anesthetic procedure. 


effective 
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CAN BE 
GIVEN... 
“WITHOUT 
HESITATION 
AS 
IMMEDIATE 
THERAPY 
IN 
BLEEDING 


EPISODES...”* 


* in epistaxis, otic and ocular hemor- 
rhage, g.i. and rectal bleeding, other 
forms of spontaneous hemorrhage + 
before and after T & A, and other sur- 
gical procedures. 


INTRAVENOUS 


the physiologic hemostat 


increases prothrombin concentration ; 
increases accelerator globulin; decreases 
antithrombin activity. 


FOR PROMPT, SAFE CONTROL 


* remission usually obtained in 15 to 
30 minutes with a single 20 mg. injec- 
tion « investigator has reported 
any instance of toxicity or other unde- 
sirable side effects.”* 


“PREMARING INTRAVENOUS (conjugated estrogens, 
equine) is supplied in packages containing 
one “Secule’® providing 20 mg., and one 
5 cc. vial sterile diluent with 0.5% phenol 
U.S.P. 


*Rigg, J.P.: Digest Ophth. & Otolaryng. 20:28 (Nov.) 1957. 


AYERST LABORATORIES 
New York 16,N.Y » Montreal, Canada 


5825 


FROM 
TO 


The switch that 
stops the itch: 


harsh, irritant toilet paper 


gentle, soothing 


Routine use of moist, antipruritic TUCKS after 
defecation improves many intractable cases of 


pruritus ani and is a valuable adjunct to specific 


therapy. In milder cases, regular cleansing wiih 
TUCKS is often curative. 
Try TUCKS ... for your next pruritus patient. 
Jars of 40 and 100. 


Ada 


For a generous office supply of TUCKS—just fill in 
and return this card. 


City 


Zone... State... 


PHARMACEUTICAL COMPANY 
MINNEAPOLIS 16, MINNESOTA 


-soft, cotton flannel pads saturated with witch 
hazel (50%) and glycerin (10%), pH 4.6 
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Now 
in inflammatory anorectal disorders. . . 


The Promise of Greater Relief 


the first suppository to contain 
hydrocortisone for effective control of proctitis 
® Proctitis accompanying ulcerative colitis 


@ Radiation proctitis 
@ Postoperative scar tissue with inflammatory reaction 


e@ Acute and chronic nonspecific proctitis 
e Acute internal hemorrhoids 

Medication proctitis 

Cryptitis 


Ulcerative Colitis Radiation Proctitis Scar Tissue 


Supplied: Suppositories, ® 
boxes of 12. Each supposi- 
tory contains 10 mg. hydro- . 
cortisone acetate, 15 mg. 
extract belladonna (0.19 


mg. equiv. total alkaloids), 
3 mg. ephedrine sulfate, 


shee Rectal Suppositories with Hydrocortisone, Wyeth 


muth oxyiodide, bismuth 
subcarbonate, and balsam Philadelp 
peru in an oleaginous base. 


ia 1, Pa 


t 
) 
| 
h | 
) 
1 


FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. 
The modern blue and yellow ACHROMYCIiN V Capsules, combining equal parts of pure crystalline 
ACHROMYCIN Tetracycline HCI and Citric Acid, provide unsurpassed oral broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects ' 
and wide range effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive 
control of infection. 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V. 


New blue and yellow capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. 
citric acid. 


ACHROMYCIN V dosage: Recommended basic oral dosage is 6-7 mg. per Ib. body weight per day. In 
acute, severe infections often encountered in infants and children, the dose should be 12 mg. per Ib. body 
weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


ACHROMY CIN’ V 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID company QD 


*Reg. U.S. Pat. Off. Pearl River, New York 
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When it comes to colds and coughs, 
surgeons are just like their patients 

... they want relief of symptoms and, 

if possible, to stay on the job. 


Romilar Cold Formula controls the 
entire symptomatology of colds, 
including coughs. A synergistic 
combination,* Romilar CF 
checks coryza 

suppresses coughing 

relieves congestion 

controls fever and malaise 


this 
takes 


Each teaspoonful (5 cc) of pleasantly flavored 
syrup, or each capsule, contains: 15 mg Romilar 
HBr (non-narcotic antitussive) ; 1.25 mg Chlor- 
pheniramine maleate (antihistamine) ; 5 mg Phenyl- 
ephrine HCl (decongestant) ; 120 mg N-acetyl- 
p-aminophenol (analgesic-antipyretic) . 
*L. 0. Ravdall and J. Selitto, J. Am. Pharm. Assn. (Se. Ed.), 47:313, 1958. 
Romilar® Hydrobromide—brand of d horphan hydrobromid 


ROCHE LABORATORIES 
Divisio of Hoffmann-La Roche Inc. + Nutley 10 + N. J. 
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for intestinal antisepsis... 


NEOTHALIDINE provides fast, effective bowel sterilization. 
It affords broad antibacterial activity in a concentrated, non- 
absorbed dosage form. By reducing gas-producing organisms, 
NEOTHALIDINE provides a non-inflated, easy-to-handle bowel. It 
is effective in the presence of food and other organic substances, 
and aids in the mechanical cleansing of the bowel. 

Monilial complications are not likely to occur when fast-acting 
NEOTHALIDINE is prescribed in the recommended dosage. 


NEOMYCIN is widely used as an intestinal antiseptic because 
it is rapidly effective against most intestinal pathogens. 


Admission at 2 P.M. 


SULFATHALIDINE® (phthalylsulfathiazole) is the ideal 
adjunct to neomycin because of its effectiveness against \er0o | 
bacter aerogenes, Shigella, and Clostridia — organisms tha! are 
not responsive to neomycin therapy alone. 

Together, as NEOTHALIDINE — a formula that closely approuches 
the ideal intestinal antiseptic.' 


Supplied: as NEOTHALIDINE Granules in a 120-cc. dispensing 
bottle, to be reconstituted with water at the time of dispen-ing. 
Each bottle contains 12.0 Gm. of Sulfathalidine® (phthaly |sul- 
fathiazole) and 8.0 Gm. of neomycin sulfate (equivalent tv 5.6 
Gm. neomycin base). 

1. Poth, E. J.: Intestinal Antisepsis in Surgery, J.A.M.A. 153 :1516, Dec. 26, 1953 
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NEOMYCIN AND SULFATHALIDINE® | 


NEOMYCIN AND 


IT TAKES TO DO THEJOB 


SING . NEOTHALIDINE and SULFATHALIDINE (phthalylsulfathiazole) are trademarks of Merck & Co.. Inc. | 


1958. ¢ MERCK SHARP & DOHM E, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 14, PA. | 
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during 
pregnancy 
and 


acts promptly—controls the 
@syndrome of mental depression 

without C.N.S. excitation; re- 
aces depressive rumination and 


significantly different—unlike 
‘amine-oxidase inhibiting ener- 
gizers, Deprol produces no liver 
toxicity and does not adversely 
affect blood pressure; unlike 
_C.N.S. stimulants, Deprol has 

no depressive aftereffects, does 
not cause insomnia or depress 


bamate and 1 mg. 2-di- 1. Current personal eeseints 
ions; ce 

benzlate 
zine HCl). Use of com: 
bined with benactyzine (2-<i- 


Supplied: Bottles of 50 ethylaminoethy! benzila‘e) 
mépro- 


Rae toures, New Brunswick, N. J. Literature and samples on request 
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Emphasizing the PREOPERATIVE use of 


SALICYLATE AND 
(Brand of carbazochrome salicylate) B L E FE D | N G 


FOR THE CHILD PATIENT BEFORE AND AFTER ADENOIDECTOMY AND TONSILLECTOMY: 


“1, Preoperative medication: For seven days a day.””! 

before operation Adrenosem, in doses of 1 mg., 

was administered three times a day and a mix- “On the day of operation, Adrenosem 5 mg. 
ture of benzathine penicillin and triple sul- hypodermically is administered to minimize 
fonamides, in doses of 1 teaspoonful three times capillary bleeding.’’? 


FOR ALL PATIENTS BEFORE LARYNGOLOGIC, BRONCHOSCOPIC AND ESOPHAGOLOGIC PROCEDURES: 
“The routine preoperative use of Adrenosem in bleeding at the time of operation and the ooz- 
tonsil and adenoid surgery diminishes both the ing in the immediate postoperative period.’’* 

IN UROLOGICAL PROCEDURES: 


“My own method is, after ensuring maximum of (1) Oxycel, (2): adrenalin with procaine 
haemostasis, to employ every known means of locally into prostatic capsule, (3) Adrenosem 
ensuring that clotting shall occur, viz. the use systemically .. .’4 


IN PLASTIC SURGERY: - 
“,. . this drug [Adrenosem Salicylate] is a to reduce blood loss and provide a clearer 
valuable aid to plastic surgery in its ability operative fieid.’’5 
IN ORAL SURGERY: 


“The difference in the control bleeding time “No postoperative bleeding was noticed in 
and the bleeding time after the administration those patients who had received Adrenosem 
of 10 mg., intramuscularly or orally, of Adren- Salicylate preoperatively.’’? 

osem Salicylate was statistically significant.’’6 


IN PATIENTS WITH BLEEDING DISTURBANCES: 


“Treatment consisted of the administration of quantities from 20 to 80 mg. over a period of 
Adrenosem® Salicylate intramuscularly in four to eight days before operation.”’® 


NON-TOXIC, NO CUMULATIVE EFFECT: 


“Adrenosem Salicylate is non-toxic and has a traindications. It has no cumulative effect. 
high index of therapeutic safety. At the rec- Patients treated for more than two years show 


ommended dosage levels there are no con- no toxic effects attributable to the drug.’’® 
*U.S. Pat. 2581850,2506294 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK KANSAS CITY a SAN FRANCISCO 
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effective 


in virtually every 


operative procedure 
TO CONTROL OOZING AND BLEEDING 


drenosem 


SALICYLATE 


(Brand of carbazochrome salicylate) 


The photographs to the left show the same 
rhinoplastic procedure on two patients— 

one untreated, one treated with 
Adrenosem. 

Adrenosem is supplied: Ampuls, 1 cc., 5 mg.; 
Tablets, 1 and 2.5 mg.; Syrup, each 5 cc., 2.5 mg. ’ 
Potency of all dosage forms stated in terms of 4 


the active ingredient, adrenochrome monosemi- 
carbazone. 


Write for literature describing the action and uses 
of Adrenosem Salicylate. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE e NEW YORK e KANSAS CITY e¢ SAN FRANCISCO | 


CASE =2 TREATED WITH ADRENOSEM 


1. Orzac, E.: Medical Care of the Child Patient Before and After Ade- 6. Perkins, R.E.L.: A Clinical Investigation of Adrenochrome Mono- 


noidectomy and Tonsillectomy, N.Y. State J. Med. 56:886 (Mar., 1956). 
2. Ersner, M.S. and Lerner, S.S.: M. Clin. North America 40:1749 
(Nov., 1956). 

3. Peele, J.C.: Adrenosem in the Control of Hemorrhage from the 
Nose and Throat, A.M.A. Arch. of Otolaryng. 61:450 (Apr., 1955). 
4. Dennehy, P.J.: The Care of the Prostatic Cavity, South African 
Med. 30:21 (Apr., 1956) 

5. Brown, W.S.: The Use of Adrenosem Salicylate to Control Post- 
operative Bleeding in Plastic Surgery: Dermabrasion, Northwest Med. 
57:470 (Apr., 1958) 


semicarbazone Sodium Salicylate, Oral Surg., Oral Med., Oral Path. 
10:230 (Mar., 1957). 

7. Brode, A.B. and Chianese, T.C.: A Clinical Evaluation of Adrenosem 
Salicylate. Ann. of Dentistry 15:56 (Sept. 1956). 

8. Zubieta C.B. and Escanaverino, R.B.: Adrenosem for the Prevention 
of Bleeding in Tonsillectomy, Am. Pract. 3:385 (Mar., 1957). 

9. Riddle, A.C., Jr.: Adrenosem Salicylate: A Systemic Hemostat, Ora! 
Surg., Oral Med., Oral Path. 6:617 (June, 1955). 
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Wets in seconds, sets in 4-5 minutes. Gypsona 
casts are exceptionally strong because of high 
plaster content, with almost no plaster loss. And 
more plaster per yard means you use fewer yards 
of bandage. 


Try Gypsona* with your own hands—here is quality you can feel 


The easy workability and precise molding qualities of Gypsona have made it the 
most widely used plaster bandage in Europe and other parts of the world. 
Now Curity makes this quality bandage conveniently available in this country. 
Gypsona is made of plaster from a special 
quarry in England. It is purer, creamier and 


finer-ground than any other. Plastic core gives Curity’ 


easy control to end of roll, will not ‘“‘telescope.”’ 


Waterproof package, too. G y p S Oo n a 


Gypsona casts are lightweight and strong, with " 
a white, porcelain-like finish that stays neat and PLASTER BANDAGE 


clean. But do see for yourself—ask your Curity Bauer & Black 


representative for a demonstration. DIVISION OF THE KENDALL COMPANY 


Fo: an appropriately fine cast padding, we direct you to WEBRIL® Bandage *Reg. T. M. of T. J. Smith and Nephew Ltd. 
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QUIESCENCE without depression 


for surgical and obstetrical patients 


PHENERGAN aids in carrying your patients through the difficult before-and- 
after periods of surgery and labor. It creates a state of quiescence without de- 
pressing vital functions. Light sleep is induced with easy awakening—providing 
better patient cooperation and management. 


PHENERGAN, prophylactically and therapeutically, prevents postoperative 
excitement, nausea and vomiting—reduces analgesic, narcotic and sedative 


requirements. 
PHENERGAN® 


HYDROCHLORIDE 
Wijeth Promethazine Hydrochloride, Wyeth 
INJECTION + TABLETS + SYRUP «+ SUPPOSITORIES 
Phitadetpnia 1, Pa. Comprehensive literature supplied on request 


j 


Pyridium assures prompt and continuous analgesia within 30 min- 
utes—well before corrective measures can remove the cause. 
Normal voiding improves prognosis and the risk 
of infection from stagnant urine is removed. 

Pyridium provides rapid relief, alone, or with the | eG 
antibacterial ® 
of your choice. P YRIDIUM | 


(brand of phenylazo-diamino-pyridine HCl) Morris pLaine. nN. 
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Normal Serum Albumin (Human) 


No risk of serum hepatitis 

Ready for administration; no storage problems 
Human protein; readily metabolized 

Contains no blood-clotting components 

No grouping, typing, cross-matching required 
Supplied: 'ALBUMISOL' S%—in 250 and SOO cc. bot- 
tles in packages with a set of disposable intravenous 
equipment. 


Also supplied: 'ALBUMISOL' 25% (Sait-Poor)—in 20 
cc. bottles; in SO cc. bottles in packages with a set of 
disposable intravenous equipment. 


*Janeway, C.A.: Quart. Rev. Med. 9:153 (Aug.) 1952. 
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emergency 


transfusion 
fluid 

of 
choice’”’ 


Ss 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc. 
Philadelphia 1, Pa. 
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against gram-positive/negative pathogens. Only one 
PYRIDIUM 
daily provides the 


New Pyridium Tri-Sulfa conveniently ensures this twofold action 


in acute urogenital infections: Pyridium provides the essential anal- 
gesia while the classic triple sulfas supply broad antibacterial action 


wwe of Pyridum, LEA 
age of Pyridium. 


(phenylazo-trisulfapyrimidine) Morais PLains. Nn. J. 


| 
cary | 
¥ : 
: 
| 


nonmercurial ACRTAZOLANIOE LEDENLE 


D effectively produces weight loss 
rough fluid logs in pregnant patients with 


visible or edema, 


hypertensive digease, and mpensated 
heart 
DiAMOx Was administersd to 106 preg- 
oant Jatients, regular or prescribed 
diets. The majorly were ambulatory and 
all either had mere than the normal 
amount of and/or gained 
more than theavtrage of 1 kg. per week. 
Response with Da adox showed that edema 
fluid can be remag fed effectively: 500-2000 
Gm. in 2472 Bir, and as much as 11 
ke. within 7 
A versatile diuretic, warp is 
particularly in prenatal man- 
agement, Lack Gf taste, ease of adminis- 
‘ration, and Taek of renal and gastroin- 
testinal make its use simple znd 
relatively free complications, 
Supplied: Scored tablets of 251) mg.; 
containing 250 mig. per 5 cc. teasp< : 
Ampuls of 300 mg. for parentera/ wee. 
W, Blareod, J., and Monardo, A.: The 
Treatment of with Acetagolp 
pote temo. Am. 4. Obit. & Gynec. TS: 789-800, 
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chronic 


Mandelamine management is especially successful in chronic or re- 
sistant urogenital infections. In sharp contrast to antibiotics and 
sulfonamides, Mandelamine may be used without risk 
of patient sensitization or bacterial resistance. And 
the difference in cost is important to most patients. 


MANDELAMINE’ 


(brand of methenamine mandelate) PLaiNs.N. J. 
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for effective 
preoperative 


of 20 and 400 


every 4 hours 
to 72 arto surgery 


pRIgER 
_ Division, Chas. Pfizer & Co., Inc., 
_ Brooklyn 6, New York 


THE BOYES-PARKER 
HAND OPERATING TABLE 


Collapsible, adjusts to any es 
table. Eliminates tension and strain 
during hand surgery operations cutting 
down operating time by 20%. 


Removable stainless steel pan facilitates 
washing. Pull-out instrument board. 
Special surgery stool reduces operator 
fatigue. 


(Write for complete information ) 


RICHARDS MANUFACTURING CO. 
756 MADISON AVENUE 
MEMPHIS, TENNESSEE 


Ann Woodward 
Director 


Can Do 
More For You 
NOW... 


than at any time in years! W 


The fact is, in recent months, we have accumulated a veritable 
human “treasure trove” which can conceivably offer precisely 
the surgeon, gynecologist or other specialist you are seeking 
as an associate. 

Whether you need a top ranking man to head a department, 
or a younger physician to join you, the Woodward Bureau can 
make your search and the results more rewarding. 

Through our service, you may 

EXTEND your line of communication to many of the 
best qualified physicians in the country; 

SAVE uncounted hours by utilizing our service for as- 
sembling data, screening applicants, checking 
references, and 

SPEED UP the ultimate selection of the man you need. 


The very day you foresee a personnel need—or perhaps a 
change in your own plans—contact us at once to explore the field 


OUR 62ND YEAR 
OODW-ARD 


lodiical Personnel Bureau 


FORMERLY ~zNoe’s 
* SRD FLOOR* 185 N. WABASH «CHICAGO te 
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MEDULLARY PIN 


PATENTEO 


ONLY BY 


MERIDIAN, MISS. 
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NEW for Anastomosis of Small Blood Vessels 


THE FINEST TAPER POINT NEEDLE 
IN EXISTENCE... BV-1 


needle shown actual size 


ON! F 11 ATRALOC’ NEEDLES WITH 
EDLE-SUTURE COMBINATIONS 
INT = ETHICON CARDIOVASCULAR LINE 


The BV-1 Needle, swaged to 6-0 and 7-0 black braided surgical silk, 
is specially designed for anastomosis of blood vessels 

1-4 mm. in diameter. It penetrates easily with virtually 

no resistance. Since the diameters of needle and suture approximate 
each other, bleeding and trauma are minimized. The BV-1 : 
Needle Suture Combinations are but a few of the 24 new ETHICON | 
Needle Sutures designed to meet the specialized needs 
of carc! ovascular surgery. | 


ETHICON 
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“Ninety to 95 per cent of all urologic disturbances in patients 
of all ages are the result of obstruction and/or infection, 
urinary blockage and stasis being the fundamental predisposing 


etiology in nearly all cases of urinary tract infection.” 
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in urinary infection 


when stasis is the basis 


FURADANTIN 


brand of nitrofurantoin 


FURADANTIN is bipetiaily recommended for conditions where there is retained urine. 
.. This is because the FURADANTIN is excreted in large amounts in the urine.’”’? 


On oral administration, FURADANTIN is absorbed and excreted rapidly by the kid- 
neys. Thirty minutes after ingestion of a 100 mg. tablet, the urine is already strongly 
antibacterial. As much as 45 mg. of a 100 mg. tablet is excreted in the urine. On 
clinical dosage, the typical urinary concentration of FURADANTIN over a 24 hour 
period ranges from 10 to 40 mg. per 100 cc. 
Nitrofurantoin [FURADANTIN] may be used for protracted periods for the suppres- 
sion of infection in the urinary tract, even in the presence of probable obstruction 
.. it may provide prolonged relief from symptoms and permit better selection of 
the proper time for surgical or manipulative procedures.” 
AVERAGE ADULT FURADANTIN DOSAGE: 100 mg. q.i.d. with meals and with food or 
milk on retiring. SUPPLIED: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. 
per 5 ce. tsp. 
REFERENCES: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 1957, 


p. 101. 2. Carroll, G.: Bacterial Infections of the Urinary Tract (Male), in Conn, F.: Current Therapy 
1956, Ph:ladelphia, W. B. Saunders Co., 1956, p. 301. 3. Jawetz, E.: A.M.A. Arch. Int. M. 100:549, 1957. 


NITROF URANS—a new class of antimicrobials—neither antibiotics nor sulfonamides cg) 


EATON LABORATORIES, NORWICH, NEW YORK bd 
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thank you, doctor” 


Proven in research 


1. Highest tetracycline serum levels 


2. Most consistently elevated serum levels 


3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


TRACYN 


4, More rapid clinical response 
5. Unexcelled toleration 


COSA-TE 


CAPSULES ORAL SUSPENSION 
(black and white) (orange-flavored) 

250 mg., 125 mg. 125 mg. per tsp. (5 cc.) 
(for pediatric or long- 2 oz. bottle 

term therapy ) 


COSA -TETRASTATIN* 


glucosamine-potentiated tetracycline with nystatin 


Antibacterial plus added protection against 
monilial super-infection 


CAPSULES (black and pink) 250 mg. Cosa-Tetra- 
cyn (with 250,000 u. nystatin) 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) 
(with 125,000 u. nystatin), 2 oz. 
e 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


NEW! PEDIATRIC DROPS 
(orange-flavored) 5 mg. per 
drop, calibrated dropper, 

10 ce. bottle 


COSA -TETRACYDIN* 


glucosamine-potentiated tetracycline-analgesic- 
antihistamine compound 

For relief of symptoms and malaise of the 
common cold and prevention of secondary 
complications 


CAPSULES (black and orange) —each capsule con- 
tains: Cosa-Tetracyn 125 mg.; phenacetin 120 mg.; 
caffeine 30 mg.; salicylamide 150 mg.; buclizine 
HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, 
W. W., and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and 
Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: 
Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, 
E., and Barsky, S.: Antibiotic Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Antibiotic Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 


1:15 (July) 1958. 


Cz> Science for the world’s well-being 


*Trademark 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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SURGERY 


Gynecology ez Obstetrics 


BOUND VOLUME PRICES, 
CURRENT ISSUES: 


BINDING CASES: 


BINDING: 


With International Abstracts of Surgery 


In Handsome Volume Binding. . . 


Gold Stamped 


YOUR JOURNALS may be encased in a permanent library 
binding, insuring their preservation and maximum 
convenience in their use. Binding cases may be had for 
use by your own bookbinder, or your journals may be 
exchanged for bound volumes. We can supply some 
missing numbers. 


THE TWO SECTIONS of the journal are paged and bound 
separately, each volume including six months’ issues 
and index. There are four volumes to the year. The 
standard binding material is blue buckram, stamped in 
gold. 


SuRGERY, GYNECOLOGY AND OpsteEtRIcs (2 volumes yearly) $10.00 each; 
INTERNATIONAL ABSTRACTS OF SURGERY (2 volumes yearly) $10.00 each. 
Add $1.25 for each volume for back issues. 


STANDARD blue buckram stamped in gold, ready for bookbinder, $3.00 
each. In ordering give volume numbers. 


JourNALS in good condition may be returned in exchange for bound 


volumes; binding charge, $6.25 per volume. 


SHIPPING CHARGES are in addition to the above prices, and must be 
prepaid on journals returned. 


SURGERY, Gynecology e Obstetrics 


54 EAST ERIE STREET, CHICAGO 11, ILLINOIS 
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' ¢ in non-specific vaginitis 


e in postpartum care 


e after vaginal surgery 


Triple Sulfa Cream 


TRADEMARK 
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“HOSPITAL 


STAPH” WITH 
ALBAMYCIN® 


HTRADEMARK, REG. S, PAT. OFF.— 
THE UPJOHN BRAND OF CRYSTALLINE 
NOVOBIOCIN SODIUM bs 

TTRACEMARK, REG. U.S. PAT. OFF. 


Antibiotic-resistant strains of Staphylococcus are meeting their 
match in Albamycin. Because Albamycin shows no cross resist- 
ance with any commonly used antibiotic, it is dramatically effec- 
tive against unyielding staphylococcal pneumonia or superinfec- 
tions of pneumococcal pneumonia. 


Whether resistant staph is known or suspected, Albamycin ‘3s 
indicated. 

ADMINISTRATION AND DOSAGE: The dosage for adults is 500 m-. 
Albamycin administered intramuscularly or intravenously every 12 hours. 


As soon as the patient’s condition permits, parenteral Albamycin shou'd 
be replaced with oral Albamycin therapy. 


SUPPLIED: Available as 250 mg. capsules; syrup cortaining 125 m-*. 


Albamycin per 5 cc.; and in the 500 mg. Mix-O-Vial.+ [Upichr | 


The Upjohn Company, Kalamazoo, Michigan 
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ONLY ONE 
HAS ALL FOUR— 


(CHLOROPROCAINE HYDROCHLORIDE) 


=> 
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The first local anesthetic 
more potent yet less toxic 


than procaine. Available in 3 potencies: 
1% for infiltration and field block 2%for regional block 


3% for caudal and epidural block 
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SWIFT ONSET 


In using Nesacaine for epidural block Colavincenzo and coworkers 
found “Sensory anesthesia was complete within 6 to 10 minutes.” 
Colavincenzo, J. W., and others: Pennsylvania M. J. 59:338 (March) 1956. 
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GREATER SAFETY 


““We have used [Nesacaine]} to date in 350 cases and are impressed by 
it. It appears superior to the other agents. . . . Its chief virtue appears 
to be its relative non-toxicity. [No reactions in 350 anesthetics.}” 

Ansbro, F. P., and Furlong, R. E.: Adelphi Hosp. Bull. 15:2 (May) 1957 


HIGH DIFFUSIBILITY 


“The almost instantaneous onset of anesthesia following regional 
nerve blocks with [Nesacaine} is caused by the increased penetrating 
capacity...” 

Foldes, F. F., and McNall, P. G.: Anesthesiology 13:287 (May) 1952. 


MAXIMAL EFFICACY 


“‘Nesacaine . . . was found effective . . . and if its present rate of non- 
toxicity continues, it would appear to be the best agent for use as a 
local anesthetic.” 

Ansbro, F. P., and Furlong, R. E., op. cit. 


Nesacaine hydrochloride is available in 30 cc. vials in 1 and 2% solu- 
tion for parenteral use, without epinephrine. For epidural use only, 
Nesacaine is supplied in a single dose 30 cc. vial of 3% solution. 


MALTBIE LABORATORIES DIVISION « WALLACE & TIERNAN INC. 
Belleville 9, N.J. 
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A new aid to aseptic surgery... 


V8-DRAPE" surgical Film 


...completely isolates the patient’s skin from the wound and maintains 
the sterility of the operative site. Skin draping by this method eliminates 
the use of cumbersome cloth skin towels and towel clips. Nothing used 


during the operation can touch uncovered skin. 


A soft, sterilizable, pliant plastic, Vi-DRAPE Film is adhered to the 
surgically prepared skin with sterile Vi- HESIVE* Surgical Adherant and 


INCISE RIGHT 


THROUGH FILM 


the incision made right through the transparent film. The adhered film 
clings closely to wound edges throughout the procedure and is impermeable to 
bacteria and fluids. Applicable to all contours, Vi- DRAPE Film offers extra 
advantages in achieving asepsis in previously difficult-to-drape areas. 


Use of Vi-DRAPE Film fits easily into established routines of the surgical 


team. For literature and technic-for-use, write to: 


AEROPLAST CORPORATION 
420 Dellrose Ave., Dayton 3, Ohio. 


bh Film and Vi-Hesive Adherant are available through 
8 . 


surgi upply dealer. In Canada, through Fisher and Burpe 


1, Adams, Raiph, M. D. : Med. Times, 86:1119-1127 (Sept.) 1958. 


Initial clinical studies on Vi-DRAPE Film were conducted by 
Carl Walter, M.D., Peter Bent Brigham Hospital, Boston. 


* Trademark 
Pat. Pending 


a&new and nearly ideal skin drape... 
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For full supplementation 
of the essential nutritional factors in pregnancy — 


FILIBON offers 
phosphorus-free formula 
¢ new, well-tolerated source of iron, ferrous fumarate 


¢ AUTRINIC* Intrinsic Factor Concentrate to aug- 
ment the absorption of vitamin B12 


¢ prophylactic vitamins Bg and K 
¢ important trace elements 


to keep her on the regimen you prescribe 
¢ the FILIBON Jar, attractively designed for her 


¢ the FILIBON Capsule, small, easy to swallow. Dry- 
filled for faster absorption, freedom from un- 
pleasant aftertaste 


¢ the FILIBON Dosage, convenient, only one a day 


Each sofl-shell FILIBON capsule contains: 


Vitamin A 4,090 U.S.P. Units Folic Acid 1 mg. 
Vitamin D 400 U.S.P. Units Ferrous Fumarate 90 mg. 
Thiamine Iron (as Fumarate) 39 mg. 

Mononitrate (B1) 3 mg. Fluorine (CaF2) 0.015 mg. 
Fyridoxine (Be) , i mg. Copper (CuO) 0.15 mg. 
Riboflavin (Bz) Lodine (KI) 0.01 mg 


Potassium (K2S04) 0.835 mg. 

Manganese (MnO2) 0.05 mg. 

Factor Concentrate Magnesium (MgO) ~—0.15 mg. 

U.S.P. Oral Unit Molybdenum 

Ascorbic Acid (C) 50 mg. (Na2Mo04.2H20) 0.025 mg. 

Vitamin K Zine (ZnO) \< mg. 
(Menadione) 0.5 mg. Calcium Carbonate 575 mg. 


Vitamin B12 with 
AUTRINIC Intrinsic 


LEDERLE LABORATORIES, a Division of AMERICAN 
*Reg. U. S. Pat. Off. 


in the picture...during pregnancy 


efe 
PHOSPHORUS-FREE PRENATAL VITAMIN MINERAL SUPPLEMENT LEDERLE 


DOSAGE / one or more 
capsules daily 
SUPPLIED/ attractive 
re-usable bottles 

of 100 capsules 


CYANAMID COMPANY, Pearl River, New York 


—— 

FILIBON 


ti ® 
Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth é 


for everyday pain control... 


for your many patients requiring 
potent analgesia but not an injected narcotic = 


Proved by extensive evaluation'?* in 1998 patients 
in diverse areas of medicine and surgery, including: 


arthritis, bursitis, early metastatic carci- 
noma, fibrositis, grippe, herpes zoster, liga- 
mental strain, low back pain, menstrual pain, 
myalgia, myositis, neuritis, pleurisy, post- 
operative pain, postpartum pain, sciatica, 
trauma, dental pain 

e exclusive Wyeth non-narcotic analgesic plus 

anti-inflammatory action 

© prompt, potent action—as potent as codeine 

e documented effectiveness and safety!.2.3 


Supplied: Tablets, bottles of 48. Each tablet [Bzect | fs 
contains 75 mg. of ethoheptazine citrate Byeth | 


and 325 mg. (5 grains) of acetylsalicylic acid. Philadelphia 1, Pa. 


1. Cass, et al... J-A.M_.A. 166-1829 (April 12) 1958. 2. Batterman. 
R.C., et al.: Am. J. M. Sc. 234:413 (Oct.) 1957. 3. Medical Department, 
Wyeth: Final Report on the Clinical Evaluation of Zactirin 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(Organized 1831) 
(The Pioneer Post-Graduate Medical Institution in America) 


SURGERY AND ALLIED SUBJECTS 


A two months full time bi oi I course comprising general surgery, traumatic surgery, abdominal 
surgery, 4 surgery, urologi surgery. Attendance at lectures, 
witnessing operations, examination patients and postoperatively, and follow-up in the wards 
posteperativety. Pathology, ae physical medicine, anesthesia. Cadaver demonstrations in surgical 
surgery, proctology, orthopedics. Operative surgery and operative gynecology on the 

at departmental and g 


For Information about this and other courses Address THE DEAN : 345 West 50th St., New York 19, N.Y. 


You need only ONE assistant when you use 


SMITH 


RETRACTOR 
(Patent Pending) 


Big CLINIC Help for SMALL Hospitals 


The Smith Retractor does ALL the retracting 
Complete Description on Request 
Exclusive Distributors 


SURGERY 
Gynecology ez Obstetrics December 1955 
We will pay you $1.00 for each copy if complete and not defaced. 


SURGERY, Gynecology Obstetrics 


54 East Erte Street, Cuicaco 11, ILtinois 


® 
*fizer. cient for the world’s 
104 BROOKLINE AVENUE BOSTON 18, MASSACHUSETTS 
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HYDROXYZINE PAMOATE _ 


A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a 

variety of skin disorders commonly seen in your practice. 

“While some of the tranquilizers are only partially effective 
as far as antiallergic activities are concerned... {[hydroxyzine] 

_ been ‘found, by comparison, to be the most potent thus 
BE 

“The most striking results were seen in those patients with 
chronic urticaria of undetermined etiology.”? 

PLUS 

PSYCHOTHERAPEUTIC POTENCY for the relief of anxiety 
and tension. 

The psychotherapeutic effectiveness of hydroxyzine 
(VISTARIL) was confirmed in a series of 479 patients suf- 
fering from a wide variety of dermatoses, including atopic 
dermatitis, neurodermatitis, psoriasis, lichen planus, nummu- 
lar eczema, dyshidrosis, pruritus ani and vulvae, and rosacea. 
“Adverse reactions were minimal.’3 

RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; 
adjust according to individual response. 

VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 

VISTARIL Parenteral Solution: 10cc. vials and 2 cc. Stera wet 
— Each ce. contains 25 mg. hydroxyzine (as the cl) 


REFEREN 

i. jsare_ voll B. C.: Clinical Medicine 5:897-904 (July) 1958. 
2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 

8. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 


Pfizer) Science for the world’s well-being 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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WHY RISK DELAYED RECOVERY 
FROM 


HOSPITAL STAPH 


Urinary tract infections, due to staphylococci or proteus (re- 
sistant or otherwise), may not respond to any antimicrobial 
agent except CATHOMYCIN (novobiocin). CATHOMYCIN has 
a long, established record* of effectiveness against organisms 
resistant to most other antibiotics. It may be administered in 
combination with sulfonamides or with other antibiotics, pro- 
viding a broad spectrum of action and protection against the 
emergence of resistant strains. 


Especially useful for those hard-to-treat urinary tract infec- 
tions, even those complicated by resistant staphylococci or 
resistant proteus, CATHOMYCIN is rapidly absorbed—produc- 


ing therapeutic blood levels with a duration of 12 hours or 
more. It is generally well tolerated and there is no evidence 
of cross-resistance with other antibiotics. 


CATHOMYCIN 


for staphylococcic septicemia, enteritis, pomeperstive 
wound infections and other serious staph infections. NOVOBIOCIN 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or 
CATHOMYCIN Calcium Syrup 4 teaspoonfuls b.i.d. Children: (up to 
12 years) 2 to 8 teaspoonfuls daily in divided doses based on 10 mg. 
CATHOMYCIN per Ib. of body weight per day. 

SUPPLIED: Capsules sodium novobiocin, each containing the 
equivalent of 250 mg. of novobiocin—vials of 16 and 100—and as 
an orange-flavored syrup (aqueous suspension), in bottles of 60 cc. 
and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup contains 125 
mg. (2.5%) novobiocin, as calcium novobiocin. 

*Complete bibliography available on request. 


For Parenteral Therapy LYOVAC* CATHOMYCIN 


MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa 
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peridural anesthesia 
without “spottiness” 


‘Peridural Block 


/ THE MORE 
YOU EXPECT OF A 
LOCAL ANESTHETIC 
THE MORE YOU 
WILL DEPEND ON 


XYLOCAINE 


eridural anesthesia with Xylocaine is 
free from “spottiness” because of the 
pigh diffusibility and profoundness which yt 
e characteristic of this agent. These 
operties. together with rapid onset 
nd excellent tolerance, make Xylocaine 
our preferential agent in all peridural 
techniques. 
ple: 30ce. vials, single dose... 0.8% and 1.2% 


wi 
epinephrine epinephrine 1: 200,000 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U S. A. 


XYLOCAINE’ HC 


(brand of lidocaine* } 


Sterile solution for injection 


Pot No 2.441498 ModeinuS A 
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THE BERBECKER ‘’SPRING EYE” 
Threads Instantly 
Holds Securely 


THE BERBECKER Spring Eye may be threaded at any 

point on the suture merely by forcing the suture 

through the slot into place. It is then held as securely 

as though in a solid eye. 

This eye permits use of black silk or other non- 
absorbable sutures, as used in the Halsted technique, e 
for stomach and other abdominal operations, where 

tension on the wound is excessive. One of many de- 


pendable Berbecker needles obtainable regularly 
at your surgical supply dealer. 


BERBECKER SURGEONS NEEDLES 


Made in England for the Surgeons and Hospitals of America 
JULIUS BERBECKER & SONS, INC., 15A E. 26th ST., NEW YORK 10 


Fig. 6 


For the care of dry, sensitive skin 
pleasingly and efficiently serving 
patient and physician during all seasons 


Superfatted 


SOAP 


and 


NIVEA* SKIN OIL 


the surgeon’s hand lotion 


sOuTH NORWALK, CONN. 


“INC. 


Manufacturers of 
the original elastic adhesive 
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sie’ll be ready for abdominal surgery in 24 hours... 
Because 97% of the Mycifradin dose remains localized in the intestine, you can prepare 


your patient for bowel surgery with just 6 doses (12 tablets) over a 24-hour period. Re- 
sistant strains of organisms have not been a clinical problem with Mycifradin. 


ady for ambulation in 48 


Mycifradin antisepsis is maintained for as long as 4 or 5 days. Thus your patient is pro- 
tected against infection, healing proceeds rapidly and without complication. Forty-eight 
hours after the operation, the patient is usually free-of fever and ready for ambulation. 


Whenever abdominal surgery is required, choose the specific protection of Mycifradin .. . 
or of Mycifradin-N (with nystatin) for additional protection against fungal outgrowth. 


* 
| | 1 conver Myc itr ad 


SULFATE 


*rhaDEMARK, REG. U.S. PAT. OFF. —THE UPJOHN BRAND OF NEOMYCIN the standard in preoperative bowel preparation 
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Doctor! 


It’s as easy 
as dialing 


Yes, sterilizing with Castle’s new 999 Auto- 
clave is almost as easy as dialing your favorite 
program. That’s because a single control 
handle does it all—fills, sterilizes, vents. 


Think of it . . . you simply dial “‘Autoclave” 
when you want to sterilize, or “Fill” when you 
want to add water. No intricate sequences to 
remember, no multiple knobs to turn. Nothing 
could be simpler . . . or surer. 


Safer, too—for there’s a built-in timer to 
assure correct exposure timing, and a special 
gauge to tell the water supply story at a glance. 

And there’s no waiting between loads— 
double shell construction permits instant re- 
cycling. Big 9 x 16” chamber helps, too— 
everything goes in with room to spare. 


To top it off, the 999 comes in color! Soft 
pastels ...green, coral, or sil- 
vertone...to match your present 
equipment and harmonize with 
room surroundings. Let your 
dealer show you one today. 


... or send for full-color folder 


p LIGHTS & 
STERILIZERS 


Wilmot Castle Company ¢ 1728K East Henrietta Rd., Rochester, N.Y. 


after Mastectomy 


“surprisingly 
simple” 


breast 
form 


restores Normal Contour 
Natural Alignment 
Life-like Motion 
Self Confidence 


through balancing weight compensation 
and natural fluidity of motion 
adaptable to any brassiere, even bathing suit 


Recommended by leading doctors because of its ex- 
cellent cosmetic results and its ability to meet the 
patient’s previously overlooked physiological needs. 


Available in 24 sizes. Expertly fitted in leading 
stores throughout the United States and Canada 
Patented U.S.A. & Foreign Countries 


IDENTICAL FORM, INc. 
17 West 60 St., New York 23, N.Y. 


Please send professional literature 
and list of authorized dealers. 


Address 


City Zone State 
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Watch for These Outstanding Features 


In Future Issues of 
SURGERY, Gynecology and Obstetrics 
With International Abstracts of Surgery 


ORIGINAL ARTICLES 


Tumors OF THE INTRAORAL AccessoRY SALIVARY GLaNnps. Frank Vellios, M.D., and William G. Shafer, D.D.S., In- 
dianapolis, Indiana. E 

PaTHOLoGic CHANGES OccurRRING IN SEVERE ReFLux Esopuacitis. Richard N. Moersch, M.D., F. Henry Ellis, jr., 
M.D., F.A.C.S., and John R. McDonald, M.D., Rochester, Minnesota. ’ 

An ANALYsis OF RupTuRE OF THORACIC ANEURYSMS SUBSEQUENT TO ABDOMINAL ANEURYSMECTOMY. Elliot Senderoff, 
M.D., Lester Blum, M.D., and Ivan D. Baronofsky, M.D., New York, New York. 

A Cancer DETECTION SURVEY OF CARCINOMA OF THE LUNG AND FEMALE PeLvis AMONG NAvajos ON THE Navajo 
INDIAN RESERVATION. Clarence G. Salsbury, M.D., F.A.C.S., Forrest H. Howard, M.D., Paul S. Bassford, Fr., M.D., 
G. R. Atkinson, M.D., and Rex W. Green, M.D., Phoenix, Arizona. 

OBsTETRICAL VIEWPOINTS UPON THE Ru Factor. Warren M. Jacobs, M.D., F.A.C.S., Houston, Texas. 

UrorEPITHELIAL LinED SMALL Bowe As A URETERAL SusstituTe. Leonardo S. 7. Martin, M.D., James H. Duxbury, 
M.D., and Wyland F. Leadbetter, M.D., F.A.C.S., Boston, Massachusetts. 

Putsr TRANSMISSION THROUGH Grarts F. N. Niguidula, M.D., T. I. Jones, M.D., and W. Andrew Dale, M.D., F.A.C.S., 
Rochester, New York. 

ConcENITAL DEFICIENCY OF THE ABDOMINAL MuscULATURE AND OpsstructIVE Uropatuy. John H. McGovern, M.D., 
and Victor F. Marshall, M.D., F.A.C.S., New York, New York. 

THE MANAGEMENT OF Massive HEMORRHAGE FROM DIVERTICULAR DIsEASE OF THE CoLon. Charles M. Earley, jr., 
Captain, USAF (MC), Richmond, Virginia. 

ArTEeRIAL Bypass BELOw THE KNEE. George C. Morris, Jr., M.D., Michael E. DeBakey, M.D., Denton A. Cooley, M.D., 
and E. Stanley Crawford, M.D., Houston, Texas. 

Enp REsuLTs IN THE ComMBINED (COMMANDO) OPERATION FOR Moutu Cancer. H. Mason Morfit, M.D., Denver, 
Colorado. 

THe TECHNIQUE OF SYNCHRONOUS (Two TEAM) ABDOMINOPERINEAL PELVIC EXENTERATION. Herbert E. Schmitz, M.D., 
F.A.C.S., Robert L. Schmitz, M.D., F.A.C.S., Charles F. Smith, M.D., F.A.C.S., and John 7. Molitor, M.D., Chicago, 
Illinois. 

Use or PLIABLE SYNTHETIC: MESH IN THE REPAIR OF HERNIAS AND TissuE Derects. Richard H. Adler, M.D., F.A.C.S., 
and Constante N. Firme, M.D., Buffalo, New York. 


COLLECTIVE REVIEWS 


Mesenteric VascuLar Occ.uston. William R. DeMuth, Jr., M.D., F.A.C.S., Carlisle, Penn., William T. Pitts, jr., 
M.C., F.A.C.S., Philadelphia, Penn., Lewis T. Patterson, M.D., Philadelphia, Penn. : 

ConcentraL CHOLEDOCHAL Cyst, witH A Report oF 2, AND AN ANALYsIs OF 94 Cases. Fernando Alonso-lej, M.D., 
William B. Rever, Jr., M.D., and Daniel 7. Pessagno, M.D., F.A.C.S., Baltimore, Maryland. 


Abstracts of Current World Literature, Editorials, Book Reviews, The Surgeon at Work, The 
Book Shelf, and other special material will also appear throughout the year. 


I enclose $15.00 for a one year subscription beginning with 
Subscribe To day! [$2.00 Additional Postage outside United States and Canada] 


issue. 


AN IDEAL GIFT ... 


Doctor 

FOR A COLLEAGUE, (PLEASE PRINT CLEARLY) 

AN ASSOCIATE, Address 

A FRIEND City. Zone State: 
Special Offer to: 


MEDICAL STUDENT [_] INTERN [_] RESIDENT [_] 
Remit Only $10.00 for a One Year Subscription, New or Renewal 


SURGERY, Gynecology and Obstetrics 


54 East Erie Street, Chicago 11, Illinois 
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STAYS ON LIKE A SECOND SKIN! 


@ NO SHAVING of body parts necessary @ ABSORBS a minimum of five times its 


@ DOES NOT SLIP when applied to skin: will own weight of molsture 
remain in position for indefinite time @ COMPLETELY NON-TOXIC 


© WILL NOT NARROW under pressure @ NO HISTORY OF ALLERGIES following 


repeated applications 
@ CAN BE STERILIZED and autoclaved @ WIDE ORTHOPEDIC use. Does not mat 


@ STERILE Elasticfoam CAN BE APPLIED “der plaster casts 
DIRECTLY to skin lesions and burns @ LIGHT WEIGHT and completely flexible 


@ HAS REMARKABLE ELASTICITY and @ Ideal Bandage for CONSTANT and 
PROLONGED COMPRESSION 


@ CAN BE LAUNDERED REPEATEDLY e Outstanding CUSHIONING characteristics 
and re-used many times @ Does NOT interfere with X-RAY 


RESEARCH + 


AMERICAN EXPRESS 
World’s Finest Travel Service 


TOURS. ... hundreds of delightful tours! .. . escorted 
or independent .. . expertly planned to take in all 
the highlights . . . anywhere in the United States or 
abroad—to Canada, Mexico, Hawaii . . . Europe, 
Asia, Africa or South America! 


CRUISES . . . anywhere your heart desires... 
Caribbean or Mediterranean . . . Atlantic or Pacific 
. . . Bermuda, Nassau, Hawaii, South America, 
Polynesia or Europe ... Around the World or just a 


AMERICAN EXPRESS few choice ports. 


TRAVEL SERVICE RESERVATIONS... . complete . .. air, rail, steam- 
65 Broadway, New York 6, N. Y. ship, motorcoach, hotel and resort reservations to 
20 S. Michigan Avenue, Chicago 3, Ill. suit your time, taste and budget. For business or 
377 Offices in Principal Cities pleasure . . . for the individual—or for groups of 
throughout the U. S. and Abroad any size! 


PROTECT YOUR TRAVEL FUNDS WITH AMERICAN EXPRESS TRAVELERS CHEQUES — SPENDABLE EVERYWHERE 
APPLY NOW FOR YOUR COMPREHENSIVE AMERICAN EXPRESS WORLD-WIDE CREDIT CARD 
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Kills by contact .. . virtually non- 
irritating to vaginal mucosa... is 
effective even in presence of blood, 
pus or vaginal secretions ... will not 
permanently stain linen or clothing: 
color can be washed off with water. 


Regimen: In the office—swab with 
Betadine Antiseptic, full strength. 


For patients’ use at home—Betadine 
Vaginal Douche between office visits. 


Available: Betadine Antiseptic in 
8-0z. and 16-oz. bottles. Betadine 
Vaginal Douche in 8-oz. bottles. 


Write for literature and samples 
Department 


TAILBY-MASON COMPANY, INC. 


DOVER, DELAWARE 
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controlling 


pain COPFINE 
OF 


New 6-page Review |. 
Sums Up the latest 
findings on one of medicine’s most 


useful but underestimated drugs 


Ten minutes is all it will take you to 
bring yourself completely up-to-date on 
codeine. Concisely written from the clin- 
ical viewpoint, Codeine Today quotes 
the statements of today’s authorities on 
when to use, how to use and where to 
use this versatile drug. Information is 
of interest to practically every practi- 
tioner. Bibliography contains 60 refer- 
ences, more than 90% of which were 
published in 1958. 


SEND FOR YOUR 
FREE COPY TODAY 


| 


MERCK & CO., Inc. 
Medicinal Products Department 
RAHWAY, NEW JERSEY 
Please send me________copies of 
Codeine Today. 

PHYSICIAN’S NAME AND ADDRESS 
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Concentrated, water-soluble iodophor germicide 
ith quick, non-selective killing power, 


non-toxic in use dilutions moat 


including tubercle bacillus 


SURGERY 
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sustained 
penicillin levels 
with 
one injection 


amount injected duration of penicillinemia 

600,000 units... 16 days 
1,200,000 units . . . 35 days 
2,400,000 units . .. 44 days 


long-acting penicillin 

to supplant repeated procaine penicillin injections 
e in the emergency room 

¢ on the wards 

° in the outpatient clinic 


e in the office or home 


INJECTION 


Philadelphia 1, Pa, 


LONG-ACTING 


Benzathine Penicillin G, Wyeth 
(Dibenzylethylenediamine Dipenicillin G) 
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